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URTICARIAL REACTION INDUCED IN THE DOG BY 
INTRAVENOUS INJECTION OF SORBITOL 
MONOLAURATE 
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R. HERNANDEZ, M.D. 
AND 


E. BAROSO, M.D. 
CHICAGO 


URING the course of experiments on parenteral nutrition in the 
dog, H. C. Meng and Smith Freeman? observed that the slow 
intravenous injection of a fat emulsion, stabilized with sorbitol mono- 
laurate (tween 20*), was associated with the development of urticaria. 
This observation prompted us to undertake a study of the changes 
which might be related to the development of urticaria, since no other 
pure substance is known to us which on intravenous injection will 
consistently cause urticaria. The chemical does not cause urticaria 
when given orally but does so when introduced intradermally, without 
previous sensitization of the animal. 
In order for one to determine the relation of this experimental 


urticaria in the dog to that which is produced in man, it will be neces- 
sary to review briefly what is known regarding the nature of urticaria 
in man. 


SUMMARY OF KNOWLEDGE OF THE URTICARIAL REACTION 


The urticarial reaction consists essentially of three local changes in 
the skin, which Lewis ™ has referred to as “the triple response.” The 
triple response consists (1) of a red area, which within a few seconds 
becomes surrounded (2) by a flare or flush, after which (3) a wheal 
begins to appear. The wheal soon becomes pale and usually disappears 
within an hour. 


*Research Fellow of the American Gastro Enterological Association. 

From the Department of Physiology, Northwestern University and the 
Department of Clinical Science, University of Illinois. 

1. Meng, H. C., and Freeman, S.:._ Experimental Studies on the Intra- 
venous Injection of Fat Emulsion into Dogs, J. Lab. & Clin. Med. 33:689-707, 
1948. 

la. Lewis, T.: The Blood Vessels of the Human Skin and Their Responses, 
London, Shaw & Sons, 1926. : 
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This triple response may be produced experimentally in human 
skin, and in the skin of some animals, in response to mechanical injury, 
heat and cold and the intracutaneous introduction of many substances, 
such as histamine, allergens, morphine, codeine, physostigmine, pilo- 
carpine and atropine. It is generally agreed, however, that whealing is 
a specific response to certain substances, because all substances do not 
give the response. 

Histologic Characteristics —Histopathologically, the urticarial reac- 
tion is a mild inflammation * which is remarkably reversible, since the 
production of a morphine wheal thirty-five times at the same site over the 
period of several days did not produce any evidence of chronic histologic 
change.” When the reaction is produced by the intradermal introduction 
of ragweed pollen into a person sensitive to this pollen, the changes which 
occur are as follows: After five minutes the blood vessels are engorged, 
slight edema is evident, and a few leukocytes have collected in the 
engorged minute vessels. After ten minutes the edema has increased to a 
maximum and there is pronounced intravascular collection of poly- 
morphonuclear leukocytes. After fifteen minutes there is moderate 
engorgement except in pale areas ; edema is appreciable, and wandering 
cells and leukocytes are in the surrounding tissues; 25 per cent of the 
leukocytes are eosinophils. After twenty minutes the principal addition 
to the prior changes is an increase in eosinophils to 50 per cent. At a 
variable time, after four hours according to Kline and associates *” and 
after twenty-four to forty-eight hours according to Berger and Lang,** 
the eosinophils have appreciably decreased in number. 

Histamine introduced intradermally into allergic persons tends to 
produce histopathologic changes like a specific allergen,*® whereas in 
the nonallergic person it causes vascular changes and edema, and very 
little leukocytosis. 

The intravascular behavior of leukocytes in an antigen-antibody 
reaction in the rabbit, as demonstrated by Abell and Schenck,’* is of 
much interest. When horse serum is applied to the minute vessels of 
the ear of a sensitized rabbit, the vessels being visualized by a special 
technic, the vascular endothelium develops stickiness for leukocytes, 
which collect in clumps and pass through the wall of the vessel. This 
behavior is significant because leukocytes contain histamine and 
thromboplastin. 


2. (a) Numa, P. G.: The Histopathology of Diseases of the Skin, New York, 
Macmillan and Company, 1896. (6) Kline, B. S.; Cohen, M. B., and Rudolph, 
J. A.: J. Allergy 3:531, 1932. (c) Berger, W., and Lang, T. J.: Ztschr. f. 
Hyg. u. Infektionskr. 113:206, 1936. (d) Térdk, L., and Hare, P.: Arch. f. 
Dermat. u. Syph. 65:2, 1903. (¢) Abell, P. G., and Schenck, H. P.: J. Immunol. 


34:195, 1938. 
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Physiologic Aspects Physiologically, the mechanism of the forma- 
tion of the red spot, the surrounding flare and the wheal has been 
studied extensively, particularly by Lewis and his colleagues.’ 

The red spot surrounding the site of introduction of the urticario- 
genic agent is due to the direct dilating action of the agent, or some- 
thing produced by the agent, on the blood vessels. It occurs in the 
denervated skin after time has elapsed to permit degeneration of 
nerve fibers.’ 

The diffuse flare surounding the red spot and, later, the wheal, is 
due predominantly * to an axon reflex, since it occurs in an area of 
skin during the first five or six days after section of its nerve supply, 
but not afterward, the wheal but not the flare occurring then.* 

The wheal, which begins soon after the appearance of the flare, 
is usually confined to the area of the red spot or to those vessels most 
directly influenced by the injected agent or something produced by it. 
The wheal is due to an increase in capillary permeability. This fact 
is shown by the coloring of the wheal after the intravenous injection 
of dyes (trypan blue or trypan red, congo red, Evans blue and rose 
bengal), which ordinarily do not stain the skin. This coloring occurs 
only if the dyes are injected intravenously soon before or at the time 
the wheal forms. It fails to occur if the dye is injected after the wheal 
has turned pale because of vascular occlusion secondary to the presence 
of the edema. The increased permeability is also demonstrated by the 
presence of protein in the wheal fluid in a concentration which approxi- 
mates that of plasma.° Formation of a wheal is not due to local 
vasodilatation, per se, because intense local dilatation may be caused by 
the introduction of methacholine chloride (mecholyl chloride*) or 
acetylcholine by needle or electrophoresis without the formation of a 
wheal or a change in permeability.* The formation of the wheal is not 
due to increased pressure in or distension of the capillaries. One can 
demonstrate the validity of this statement easily by placing a sphygmo- 
manometer cuff on the arm, raising the pressure in the cuff up to 30 or 50 
mm. of mercury and then introducing histamine into the skin. This 
procedure, of course, increases the venous and capillary pressure, yet 


3. Goldschmidt, S., and M’Glone, B.: Proc. Soc. Exper. Biol. & Med. 29:827, 
1932. 

4. Ebbecke, U.: Klin. Wehnschr. 2:1725, 1923. Hoff, F.: Ztschr. f. d. ges. 
exper. Med. 57:253, 1927. Ferrebee, J. W., and Berliner, P. W.: Proc. Soc. 
Exper. Biol. & Med. 46:549, 1941. 

5. Lewis. T6rdk, L.: Arch. f. Dermat. u. Syph. 53:243, 1900. Stead, E. A., 
and Warren, J. W.: J. Clin. Investigation 23:279, 1944. 

6. (a) Rocha E. Silva, M., and Dragstedt, C. A.: J. Pharmacol. & Exper. 
Therap. 73:405, 1941. (b) Last, M. R., and Loew, E. R.: ibid. 89:81, 1947. 
(c) Alexander, H. L.; Elliott, R., and Kirchner, E.: J. Invest. Dermat. 3:207, 
1940. 
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the wheal is the same or smaller in size than usual, and it becomes 
progressively smaller until the systolic pressure is reached. On com- 
plete occlusion of the blood supply the wheal does not occur, but if the 
occlusion is released within five minutes after the introduction of 
histamine the wheal occurs. The results of such experiments as those 
just described unequivocally prove (a) that the wheal is associated 
with the local increase in permeability of the capillaries, (b) that its 
formation is dependent on an adequate flow of blood and (c) that its 
formation is not dependent solely on a high venous pressure. 

In whealing, the lymphatics also become more permeable, and their 
efficiency of drainage is decreased by the pressure block caused by the 
edema fluid.’ 

Some animals do not manifest whealing. Wheals do not develop 
in rabbits, cats and guinea pigs when histamine or other wheal-produc- 
ing substances are introduced intradermally. In the dog, goat, horse 
and man, they do. However, histamine increases the permeability to 
dyes of the capillaries in rabbits, cats and guinea pigs. Whether this 
failure of certain animals to manifest whealing is due to structural or 
to physiologic differences in the skin is uncertain. 

Some substances cause local vasodilatation without flare and wheal- 
ing, regardless of concentration. Other substances and procedures 
cause vasodilatation without whealing when the concentration or inten- 
sity is relatively high. This difference could be explained as due to the 
possibility that some substances or procedures are more injurious to 
the capillary wall than are others. 

The concept that the wheal and flare are due to the release of a 
substance by the cells of the skin when they are injured was derived 
from many experiments performed by Lewis.'* We shall cite a few of 
his experiments. The circulation to the arm is impaired first with a 
pressure of 30 mm. of mercury to cause congestion and then to 200 
mm. mercury for occlusion ; histamine is introduced intradermally ; the 
skin is covered with petrolatum U. S. P. and warmed to 20 C. with 
water and the histamine theoretically is permitted to diffuse for five 
minutes. During the occlusion a small area of local vasodilatation occurs 
at about the point of injection, and on release of the occlusion the area 
doubles in size, this development obviously indicating that diffusion 
has occurred. Now, if the experiment is repeated, the skin of an 
urticarial subject having dermographism being stroked, the purple line 
formed by the stroke, as well as the wheal which occurs after release 
of the occlusion, can be seen to spread. Also, if two wheals and 


7. (a) Hudack, S., and McMaster, P. D.: J. Exper. Med. 56:223, 1932; 
§7:751, 1933. (b) Abramson, H. A., and Engle, M.: J. Invest. Dermat. 1:65, 1938. 

8. Darsie, M. L.; Perry, S. M.; Rosenfeld, D., and Zaro, J. D.: Proc. Soc. 
Exper. Biol. & Med. 59:278, 1945. 
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flares are produced on an arm, one above the other, and the circu- 
lation to the lower one is occluded, the flare of the one without 
occlusion will fade, while the other flare will persist until the occlusion 
is released. This experiment shows that the cause of the flare is either 
washed away or destroyed by the blood. To show that a vasodilator 
substance may enter the blood in urticaria, in a patient with urticaria 
factitia the smallest dose of histamine given subcutaneously which 
would cause flushing of the skin was determined. The skin of the 
patient was then stroked to produce whealing in several areas, and 
flushing occurred. There are also a number of articles in the literature 
which show that whealing of the skin produced by various means, 
mechanical and caloric,® stimulates gastric secretion. The foregoing 
experiments indicate the formation of a substance that diffuses rather 
rapidly. Lewis and his colleagues performed another experiment in 
which it was found that a more slowly diffusing substance was pro- 
duced. When a restricted area of the skin is exposed to an erythema 
dose of ultraviolet light, the red area is much larger at twenty-four 
than at six hours. 

Thus there is evidence which indicates that on injury of the cells 
of the skin (a) a rapidly diffusing substance analogous to histamine, 
which dilates and increases the permeability of minute blood vessels, is 
formed, and (b) a slowly diffusing substance (H colloid) may be 
formed. It need not be assumed on the basis of the evidence that only 
histamine or only one H substance is produced.’® The nature of the 
vasodilator may vary with the agent involved in its production. That 
this statement is true is indicated by the results of experiments per- 
formed on refractoriness and antihistaminic drugs, to be mentioned 
later. 

Is histamine directly involved in causing the flare and wheal? 
Histamine is present in the skin.‘* Lewis and his colleague ** were able 
to obtain enough wheal fluid to demonstrate on its injection into the 
skin the occurrence of a flare and wheal like those caused by histamine. 
But Abramson and Engle ™ were unable to isolate histamine from 


9. Baker, T. W.: Histaminase in Treatment of Cold Allergy, J. A. M. A. 
114:1059 (March 23) 1940. Horton, B. T.; Brown, G. E., and Roth, G. M.: 
Hypersensitiveness to Cold, with Local and Systemic Manifestations of Histamine- 
Like Character: Its Amenability to Treatment, ibid. 107:1263 (Oct. 17) 1936. 

10. Krogh, A.: The Anatomy and Physiology of the Capillaries, New Haven, 
Conn., Yale University Press, 1929. Rous, P., and Gilding, B. M.: J. Exper. 
Med. 51:27, 1930. 

11. Best, C. H., and McHenry, E. W.: Physiol. Rev. 11:379, 1931. Rose, B., 
and Brown, J. S. L.: Am. J. Physiol. 124:412, 1938. Rosenthal, S. P., and 
Minard, D.: J. Exper. Med. 70:415, 1939. Marshall, P. B.: J. Physiol. 102: 180, 
1943. Alexander, F.: Quart. J. Exper.-Physiol. 33:71, 1944. 
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wheals caused by ragweed pollen. They do not interpret this finding 
as proving that histamine is absent from the fluid or the process which 
caused the whealing. Nevertheless, there is no direct evidence that 
histamine is released in the urticarial reaction. 

Is acetylcholine directly involved in causing the flare and wheal? 
Grant, Pearson and Comeau ’* suggested that cholinergic nerves were 
involved in the urticaria which occurs in association with emotion, exer- 
cise and warmth. They made this suggestion because in such conditions 
urticaria could be induced by pilocarpine and choline derivatives and 
improved by atropine. However, considerable evidence has been pre- 
sented against the view that acetylcholine is concerned in_ the 
mechanism of the production of urticaria. Acetylcholine introduced 
into the skin by electrophoresis causes only local vasodilatation."° It 
has not been demonstrated that acetylcholine is produced by antidromic 
(posterior root nerves) or axon reflex impulses.’* Atropine has no 
effect on the wheal and flare induced in man by allergens. ** On the 
contrary, Lewis ’® more recently reported that wheals develop in many 
women on the electrophoretic introduction of acetylcholine. It is pos- 
sible that in a susceptible person the vasodilatation induced locally by 
acetylcholine predisposes to the development of a wheal in the same 
way that vasoconstriction tends to reduce whealing.’® On the basis of 
the evidence, it is a likely hypothesis that the release of acetylcholine is 
a part of the causative mechanism of urticaria associated with exposure 
to emotion, exercise and warmth. 

Refractoriness to Triple Response—Due to Histamine: Lewis ™* 
showed quite clearly that for a period from fifteen up to thirty or sixty 
minutes after blood vessels have been exposed locally to the action of 
histamine the vessels are refractory to a second exposure to histamine 
as regards formation of the wheal but not of the flare. For example, if 
the blood supply of an arm is occluded, and histamine is introduced 
intradermally at site A and site B, and the arm kept warm at 33 C. for 
fifteen or twenty minutes, and then, before the occlusion is released, 
histamine is introduced again into site B but not into site A, on release 
of the occlusion, a wheal does not occur at site A, and no wheal, or only 
a slight one, occurs at site B, though a flare occurs. This experiment 
shows that the vessels at site B have become refractory to whealing but 
not to flare. 


12. Grant, R. T.; Pearson, R. S. B., and Comeau, W. J.: Clin. Sc. 2:253, 
1936. 

13. Doupe, J.; Cullen, C. H.; Macaulay, L. J.; Sharp, M. E.; Barnes, R., and 
Kerr, A. S.: J. Neurol. & Psychiat. 6:94, 1943. 

14. Tuft, L., and Brodsky, M. L.: J. Allergy 7:238, 1936. 

15. Lewis, T.: Clin. Sc. 5:5, 1944. 

16. Loew, C. R.: Physiol. Rev. 27:542, 1947. 
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If a histamine wheal and. flare are induced in the same site every 

thirty minutes, the site becomes refractory to whealing.** If an hour 
elapses between the induction of the wheal and that of the flare, the site 
does not become refractory to whealing after 10 or 12 trials, whether 
the histamine is introduced by needle or by electrophoresis." 

Thus, refractoriness to the effect of histamine in increasing the 
permeability of capillaries lasts only ten to thirty minutes. 

Due to a Mechanical Stimulus: If a stroke stimulus is applied to the 
skin of a patient with urticaria factitia and then, fifteen or thirty minutes 
later, when the wheal has started to subside, a second stroke is applied 
so as to intersect the wheal of the first, a wheal does not develop at the 
intersection. The time element in this experiment is analogous to the 
refractory period of whealing induced by histamine. 

* Due to Physical Agents: When the skin is injured by heat, freezing, 
ultraviolet light or roentgen rays to the point that some erythema and 
edema result, flare, but not whealing, occurs in response to histamine.’* 
Shaffer ’® has found that doses of roentgen radiation (125 r) which 
do not cause visible injury induce a refractoriness to histamine whealing 
forty-eight hours after exposure and continues for four days. 

Due to Allergens.—In patients with chronic urticaria wheals do not 
ordinarily occur in the same site until thirty hours or more have elapsed. 
Nevertheless, the introduction of histamine into such a refractory site 
produces a wheal. This reaction shows that in this case the blood vessels 
are not refractory to whealing. 

However, during the subsidence of a wheal caused by an allergen 
(fish), the site is refractory to histamine for ten or twenty minutes. 
Similarly, during the subsidence of a wheal caused by intradermally 
administered histamine, the site is refractory to an allergen.”° 

This evidence shows that there is one stage of refractoriness to an 
allergen which is not due to the the inability of the capillary to react to 
histamine by wheal formation but is probably due to the failure of the 
allergen to react with the cells to produce an H substance. 

Due to Urticariogenic Drugs Other Than Histamine.—Alexander, 
Elliott and Kirchner % reported some very interesting observations on 
refractoriness, which are basic. First, they find that refractoriness is a 
quantitative reaction; i.e., whealing may not occur at one period of 
recovery from whealing when the previous concentration of drug is 
used, but may occur in response to a stronger concentration. Second, 
they find that urticariogenic drugs may be grouped as regards the 


17. Alexander, Elliott and Kirchner.** Cooke, R. A.: J. Immunol. 7:219, 1922. 
18. Lewis.1* Zurhelle, E.: Dermat. Ztschr. 72:129, 1935. 

19, Shaffer, B.: J. Invest. Dermat. 3:159, 1940, 

20. Hare, R.: Heart 18$:227, 1926. 
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length of their refractory period. For example, drugs in group A, such 
as pilocarpine and physostigmine, render the skin unresponsive to a 
second application of the drug for a longer period (forty-eight hours) 
than do drugs in group B, such as codeine, morphine and atropine 
(twelve to twenty-four hours), and drugs in group C, such as histamine 
(one hour), render the skin unresponsive for a relatively short period. 
Refractoriness developed in response to pilocarpine and physostigmine 
is analogous to that developed to an allergen, which fact suggests that 
these drugs produce H substance only. Codeine, morphine and atropine 
may produce some H substance and also may act directly on the blood 
vessels as does histamine, whereas histamine does not release any H 
substance but acts solely on the blood vessels. 

The evidence available on the mechanism of refractoriness to urti- 
cariogenic agents shows quite clearly that something other than the 
production of histamine is involved in most urticarial reactions. Early 
in the course of recovery from an urticarial reaction the blood vessels 
are not responsive to histamine; later they are responsive to histamine 
but not to certain urticariogenic allergens and drugs, and the reason that 
whealing does not occur apparently is that there is exhaustion of the 
production of H substance by the cells which react with the allergen. 

Action of Antihistaminic Drugs—Antergan®(N,N-dimethyl-N’- 
phenyl-N’-benzyl-ethylenediamine), neoantergan® (N,N-dimethyl-N’- 
| p-methoxy-benzyl]-N’-[a-pyridyl]ethylenediamine), diphenhydramine 
hydrochloride (benadryl hydrochloride*), and tripelennamine hydro- 
chloride (pyribenzamine hydrochloride*) decrease the experimentally 
induced histamine flare and wheal when the dose of histamine is minimal 
and the dose of antihistamine drug is maximal.’® The antihistamine 
drugs diminish dermographic responses and responses to intradermally 
administered antigens and benefit a large percentage of patients with 
acute and chronic urticaria.’ 

Last and Loew * studied the effect of various urticariogenic agents 
on the permeability to trypan blue of the blood vessels of the skin of 
the rabbit. They found that diphenhydramine hydrochloride and neo- 
antergan® prevented or diminshed the increased permeability of the dye 
due to a local injection of histamine. Favorable results were not obtained 
when trypsin, snake venom, staphylococcus toxin, tetracaine, codeine or 
horse serum in a sensitized rabbit was used. These negative results may 
have been due to several causes. First, the dose of the toxic substance 
may have been too large in relation to the potency of the antihistaminic 
drug. Second, the increased permeability may have been due to the 
direct action of the toxic agent on the capillary. Third, an H substance 
other than histamine may have been produced by the cells. If the first 
condition exists, a more potent antihistaminic drug is required. If the 
second does, an agent which will “toughen” or support the capillary 
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itself is needed. If the third is the case, then anti-H-substances other 
than antihistaminic compounds will have to be sought. 

Antihistaminic drugs may act to decrease the vascular effects of 
histamine in several ways: (1) by direct action on the vascular endo- 
thelium to decrease permeability, (2) by speeding the destruction of 
histamine or (3) by competing for the cell receptors of histamine. There 
is no evidence supporting the first two hypotheses. It appears from the 
evidence that diphenhydramine hydrochloride decreases the action of 
histamine on blood pressure and intestinal strips by competing for or 
blocking cell receptors for histamine. This would imply that diphen- 
hydramine hydrochloride decreases the whealing response to histamine 
by competing for or covering up receptors concerned in rendering the 
capillaries more permeable. This action would concern the endothelial 
cells more than the muscle cells of the peripheral blood vessels, a hypoth- 
esis indicating that the reason that recovery of the flare in response to 
histamine occurs before that of whealing is that the endothelial cells of 
the capillaries are inactivated for a longer time than are the muscle 
cells and Rouget cells. 






OBSERVATIONS ON SORBITOL MONOLAURATE IN THE DOG 





The changes induced by sorbitol monolaurate in the body of the dog 
resemble those which are associated with peptone and anaphylactic 
shock, with two definite exceptions. One exception is that when the 
chemical is injected intravenously (20 to 50 mg.) the fall in blood 
pressure is less precipitous and the greatest concentration of the vaso- 
depressor substance in the blood plasma is found about ten minutes after 
the injection. The other exception is that hypercoagulability, rather than 
hypocoagulability, of the blood occurs after the intravenous injection of 
the chemical. Refractoriness to the blood pressure—reducing effects of 
the chemical lasts from four to eighteen hours. A crossed refractoriness 
between the chemical, peptone and anaphylactic shock is demonstrable. 
The refractoriness, however, is quantitative and not an “all or none” 
phenomenon. This evidence may be interpreted as showing that the 
intravenous injection of the chemical causes the release of two sub- 
stances: (1) histamine or an H substance and (2) a thromboplastic 
substance. On the contrary, the vasodepressor and the thromboplastic 
effects may be due to the same substance. 

The foregoing summary is based on experiments too extensive to 
report here, since this study is primarily concerned with the urticario- 
genic action of the chemical. 


21. Wells, J. A.; Morris, H. C.; Bull, H. B., and Dragstedt, C. A.: J. 
Pharmacol. & Exper. Therap. 85:122, 1945. Halperin, B. N., and Mauris, G.: 
Compt. rend. Soc. de biol. 140:440, 1946. 
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Urticaria Produced by Sorbitol Monolaurate-—Urticaria was pro- 
duced in the course of our studies in more than 200 anesthetized or 
unanesthetized dogs. Urticaria is quite consistently produced by a dose 
of 1 cc. of a 1 per cent solution of the chemical given intravenously or 
by the intradermal injection of 0.01 to 0.04 cc. of a 1:1,000 dilution with 
an isotonic solution of sodium chloride. 

Relation of the Appearance of Urticaria to the Fall in Blood Pressure. 
—In anesthetized animals the fall in blood pressure produced by a dose 
of 1 cc. of a 1 per cent solution is, as a rule, slight (10 to 30 mm. of 
mercury), and recovery occurs within thirty minutes. An occasional 
dog is more sensitive. In both anesthetized and unanesthetized dogs a 
generalized or patchy flushing of the skin occurs three to five minutes 
after the intravenous injection of 1 cc. of a 1 per cent solution. This 
flushing appears at the time the blood pressure starts to fall. The flushing 
is soon followed by the appearance of typical urticarial wheals (central 
edema and pallor with peripheral flare). Some of the wheals may become 
confluent ten to twelve minutes after injection. The wheals begin to 
disappear after fifteen to twenty minutes and are gone usually in thirty 
minutes, frequently leaving a slightly reddened patch. 

| There is a striking relation between the appearance of urticaria and 

| the fall of blood pressure. If the blood pressure in response to the injec- 

tion of the chemical falls below 80 mm. mercury, urticaria does not : 
occur. In 1 dog 0.8 cc. of a 1 per cent solution of the chemical caused 

such a pronounced fall in blood pressure that urticaria did not occur. 

In an occasional dog 1 cc. of a 1 per cent solution causes a slight fall in 
pressure but not urticaria; in such a case a second injection of 1 cc. has 

never failed to cause urticaria. 

In some instances, thirty to sixty minutes after the urticaria has dis- 
appeared with the injection of 0.8 to 1.0 cc. of a 1 per cent solution, 
urticaria may be induced again, provided some fall in blood pressure is 
obtained. This procedure may occasionally be repeated as many as three 
times in the course of five or six hours. In the latter cases, the wheals 
occur at a new site. 

Refractoriness.—If a repeated injection of the chemical does not 
lower the blood pressure, because of refractoriness, then urticaria is not 
obtained. This fact was observed in many cases and indicates that some 
vasodilator mechanism is involved. However, in such cases the reddened 
patch remaining from a previous wheal may become redder. In other 
words, the animal may become refractory to the mechanism responsible 
for edema but not to local or generalized flushing. The refractoriness 
disappears after twenty-four hours. If refractoriness is obtained to a 
dose of 1 cc. of a 1 per cent solution of the chemical, a larger dose, such 
as 2.0 or 6.0 cc., unless the blood pressure falls too low, will induce 
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urticaria. Again, in such a case, the urticaria does not involve the recent 
former sites of wheals. When the dose of 10 cc. of a 1 per cent solution 
was reached, the refractoriness was so decided that we could not break 
through it with larger doses, such as 20 cc., during an experimental 
period of eight or ten hours. 

Effects on Permeability of Capillaries in Certain Areas.—If rose 
bengal is injected intravenously (2 cc. of a 1 per cent solution), two or 
three minutes after the injection of the chemical—that is, at about the 
time the blood pressure starts to fall—the urticarial wheal assumes a 
pink tint. This result shows that this dye, which does not ordinarily 
stain the skin, filters from the capillaries along with fluid. This method 
is an excellent way for one to label the location of a crop of wheals. 
After the wheal is formed, it is not stained by an injection of the dye. 

After the disappearance of the wheals, the injection of a second dose 
of the chemical will cause a flare or reddening of the rose bengal-tinted 
patches. As already indicated, whealing does not occur in these patches. 
This reddening is due to vasodilatation. This experiment shows that 
vasodilatation can occur at the site of a former wheal, but that the site 
is refractory to formation of edema. This reaction was observed many 
times. 

Urticaria After Injection of the Chemical Into the Portal Vem.— 
Urticaria was as easily produced by making injections (1 cc. of a 1 per 
cent solution) into the portal vein as by introducing the chemical into 
the femoral vein. Three experiments were performed. In these experi- 
ments the statements made previously relative to refractoriness and 
formation of a wheal were observed to apply. Thus it may be seen that 
the liver is not particularly efficient in removing the chemical. 

Urticaria After Evisceration and Hepatectomy.—The blood pressure 
of eviscerated-hepatectomized dogs is so sensitive to the chemical that 
the usual urticaria-producing dose (1 cc. of a 1 per cent solution) pro- 
duced such a pronounced fall in blood pressure in a number of cases 
that urticaria could not develop. However, of nineteen experiments, 
decided urticaria was observed in six and slight to moderate urticaria 
in nine. 

There was no good evidence indicating that absence of the liver 
sensitized the animals to the urticaria-producing substance, although it 
certainly sensitized them to the blood pressure-reducing action of the 
chemical. 

Intra-Arterial Injection of the Chemical and Urticaria.—It was 
believed that the urticaria produced by an intravenous injection of the 
chemical was due to the local action of the chemical either on the endo- 
thelium of the capillaries in the skin or on the tissue cells after it had 
diffused from the capillaries. We believe this hypothesis to be more 
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likely than the view that the chemical acted on some constituent in the 
blood, which then acted on the capillaries or tissue cells. The results 
of the foregoing tests on hepatectomized animals showed that the urti- 
caria-producing substance does not arise from the liver. 

Accordingly, 0.3 cc. of a 1 per cent solution of the chemical in an 
isotonic solution of sodium chloride was injected into the artery supply- 
ing the lower legs and abdomen of 4 anesthetized dogs. In each instance, 
the flushing reaction and urticarial wheals developed only in the skin of 
the lower abdomen and legs. The carotid blood pressure, however, fell 
from 10 to 20 mm. of mercury in three to five minutes after the injection. 

Two of these dogs, four hours after the first injection, were given 
1 cc. of a 1 per cent solution into the femoral vein. The blood pressure 
fell 10 and 30 mm. of mercury, respectively, and a generalized urticaria a 
appeared. However, the wheals did not appear in the old or former 
sites on the lower leg and abdomen, but in new sites and to a lesser extent 
than in the upper part of the body. 

Production of Urticaria by the Intracutaneous Injection of the 
Chemical.—This chemical is potent in producing an urticarial wheal 
with a peripheral flare when injected intracutaneously into a dog. From 
0.02 to 0.04 cc. of a 1:1,000 dilution of the chemical in an isotonic 
solution of sodium chloride causes the production of a large wheal which 
cannot be distinguished from that caused by histamine. The total dose 
of sorbitol monolaurate was 0.02 to 0.04 mg. 

The formation of the edema fluid is beautifully demonstrated when 
the intracutaneous injection is made while rose bengal is being injected 
intravenously. 

Prophylaxis of Sorbitol Monolaurate Urticaria in the Dog.—Heparin 
failed to prevent urticaria in five experiments. Epinephrine prevented 
the development of urticaria due to the chemical and hastens its disap- 
pearance. This fact was readily demonstrated in five experiments. 

Atropine in large doses up to from 4 to 6 mg., given in 1 mg. or 2 mg. 
doses intravenously, had no effect on the development or disappearance 
of urticaria in five experiments. Diphenhydramine hydrochloride was — 
used to prevent the wheals in 9 anesthetized dogs and in 11 unanesthe- 
tized dogs. In the anesthetized dogs 50 to 100 mg. of diphenhydramine 
hydrochloride was given intravenously at least five minutes before the 
administration of the chemical. In only 1 of the 9 dogs were wheals 
produced, and in this dog they were small and few. It is of interest 
to note that the general flush of the skin and the flush which occurs in 
patches were not prevented. This observation indicates that the mech- 
anism responsible for the flushing due to the chemical either is more 
resistant than the mechanism responsible for the development of a 
wheal or is different in nature. 


TABLE 
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In table 1 are shown the results for 11 unanesthetized dogs. It 
should be emphasized that in the case of these dogs the dose of the 
chemical was selected by experiment for each dog. Or, for example, if 
a dose of 1 cc. of a 1 per cent solution caused complete collapse of the 
dog and urticaria did not occur because the blood pressure was too low, 
the dose was reduced. That is, if the appropriate dose was used, urticaria 
always occurred in our experience, and the development of the wheal 









tse 1—Prevention of Monolaurate Urticaria in Dogs by Pretreatment with Diphenhydramine 
Hydrochloride (Benadryl Hydrochloride®) 































Dose, Signs and Symptoms 
Sorbitol ——— A ‘ 
Mono- Redness Edema 
Dog Wt., Diphenhydramine laurate in Wheals, - a . Weak- 
No. Lb. Sex Hydrochloride* (Mg.) Itching Flush Patches Skin Mouth Eyelid ness 
12.5 F Without 8 +++ ++ +++ ++ Edema Edema + 
With 10 + + ++ None None None + 









15 M Without 6 +++ +++ ++ +++ Edema Edema ++ 
With 6 + + + None None None + 
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‘The total dose was 50 mg., given intravenously. One or two days elapsed between each test on each dog. The sorbitol 
plaurate was given five to ten minutes after the diphenhydramine hydrochloride. 






was prevented by the appropriate dose of diphenhydramine hydro- 
chloride. 

It is entirely possible, however, that cases will be found in which 
wheal formation will not be entirely prevented. In this connection, it 
should be noted from the results in table 1 that, although edema or wheal 
formation was prevented in all dogs studied to date, itching and flushing 
were variably influenced. 

On 5 other dogs we determined the appropriate urticaria-producing 
dose of sorbitol monolaurate (the interval between injections of this 
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compound was forty-eight to ninety-six hours) and injected tripelenna- 
mine hydrochloride intravenously from fifteen to twenty minutes befor¢ 
the given dose of the monolaurate. 

The amount of tripelennamine hydrochloride used on the first 2 dogs 
was 50 mg., but because it caused severe convulsions we decreased the 
dose, even though the prevention of urticaria was not very definite in 
1 of the 2 dogs receiving 50 mg. 

When we injected very slowly 4 mg. per kilogram of body weight 
of tripelennamine hydrochloride in 2 of 3 dogs, neither edema nor 
wheals developed and 1 of these 2 dogs and the third one (which had 
wheals) had slight convulsions. F 


TABLE 2.—Prevention of Monolaurate Urticaria in Dogs by Pretreatment with Tripelennami 
Hydrochloride (Pyribenzamine Hydrochloride®) 











Dose, Signs and Symptoms 
Sorbitol ——___—_—_——__ A — 
Mono- Redness Edema 
Dog Wt., Tripelennamine laurate in Wheals, ————_~—_ wae, Wa 
No. Lb. Sex Hydrochloride (Mg.) Itching Flush Patches Skin Mouth Eyelid ne 
1 19 M Without 10 > +> ++++ ++++ ++++ +++ ++ Noj 
With (34 mg.) 10 ++ ++ None ++ + 
2 15 F Without . +++ +++ ++t++ t+tt++ t++t++ ++t++ + 
With (50 mg.) s None +++ +++ + None None 
17 M Without 10 +++ ++ +++ ++ ++ + 
With (31 mg.) 10 None None None None None None Noi 
4 18 F Without 10 ++£ ++ ++ +++ ++ + No 
With (32 mg.) 10 None None None None None None No 
5 19 M Without 10 ++++ +++ +++ +++ +++e +4+4++ 
With (50 mg.) 10 None + + None None None Noa 





A METHOD OF ASSAY OF ANTIURTICARIAL DRUGS 


The antiurticarial drugs which are now available—diphenhydramine 
hydrochloride and tripelennamine hydrochloride—are not so satisfactory 
as might be desired. Attempts undoubtedly are being made to produce 
better synthetic compounds. 

Since urticaria can be consistently produced in dogs by the appropri- 
ate dose of sorbitol monolaurate, this reaction would serve as the basis 
of an assay for the antiurticarial properties of antihistaminic compounds. 


COMMENT 


Clinical urticaria is considered an allergic phenomenon. In the case 
of sorbitol monolaurate one deals with a pure and relatively simple and 
potent urticariogenic agent which causes a generalized urticaria when 
introduced into the circulation of an animal naturally susceptible. 

The dog is susceptible, and the cat, rabbit and monkey are not 
susceptible. Man, as indicated by intradermal tests, does not appear 
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to be susceptible. Sorbitol monolaurate is not unique in the property 
of producing a “triple response” on being injected intradermally, since 
many substances do this; nor is it in doing so when injected intra- 
arterially, since curare will do the same thing.” It is unique in being 
a pure, rather simple chemical substance which consistently produces a 
typical urticarial wheal when given intravenously in a dose of a few 
milligrams. | 

Wheal formation in the skin is explained as being the result of a 
special form of cell injury in which histamine or an H substance is 
produced to cause a local increase in blood flow and capillary permea- 
bility. If sorbitol monolaurate releases histamine to cause a wheal, why 
then does not histamine cause urticaria when given intravenously? It 
might be replied that when histamine is released in anaphylactic shock 
the blood pressure falls so low that whealing cannot occur, or that 
when histamine is given intravenously in a dose adequate to cause 
urticaria the fall in blood pressure is too great, or that when histamine 
is given slowly intravenously in amounts adequate to cause flushing of 
the skin and not cardiovascular collapse the concentration of histamine 
in the skin is not adequate to cause whealing. On the other hand, sorbitol 
monolaurate is sufficiently injurious to the capillaries of the skin that 
sufficient histamine or H substance is released locally to cause urticarial 
‘ wheals. Such an explanation requires the additional assumption that 
when the drug is given in urticariogenic doses the skin is more susceptible 
than other tissues to injury with the monolaurate: The evidence for 
this assumption is that in such doses no other anatomic lesions are 
observed, nor are there any apparent physiologic disturbances. ' 

The results of the studies of refractoriness to the monolaurate-induced 
urticaria, as far as they have extended, show no difference between this 
urticaria in the dog and that induced by allergens or substances which 
apparently exhaust the ability of the cells to form an H substance in 
man. The H substance released by the monolaurate has a histamine-like 
and thromboplastic action. 


SUMMARY 


Knowledge regarding the mechanism of the urticarial reaction is 
outlined. 

The intravenous or intradermal injection of appropriate amounts of 
sorbitol monolaurate consistently causes urticaria in the dog, but not 
in the cat, the rabbit or the monkey. The intravenous injection of 8 to 
10 mg. in a dog causes urticaria. The intra-arterial injection of 0.3 cc. 
of a 1 per cent solution causes urticaria in the skin confined to the 


22. Grob. D.; Lilienthal, J. L., and Harvey, D. M.: Bull. Johns Hopkins 
Hosp. 80:299, 1927. 








674 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


distribution of the artery. The intradermal injection of 0.02 to 0.04 cc. 
of a 1:1,000 dilution in an isotonic solution of sodium chloride will caus: 
the formation of a wheal with a surrounding flare in the dog ; this reaction 
does not occur in man. 

By labeling the site of previous wheals by injecting a dye, rose 
bengal, intravenously at the time wheals are forming, we showed that 
the site of a previous wheal is refractory to the formation of a new 
wheal for four to eighteen hours. 

A study of the refractoriness indicated that the urticarial reaction 
caused by the monolaurate resembles that caused by allergens. 

The evidence indicates that the intravenous injection of the mono- 
laurate releases from the capillary endothelium or the skin in patches 
a substance or substances having a histamine-like and thromboplastic 
action. 

This monolaurate urticaria is ameliorated by diphenhydramine hydro- 
chloride (benadryl hydrochloride®) and tripelennamine hydrochloride 
(pyribenzamine hydrochloride®), the wheals being most readily pre- 
vented by these antihistaminic drugs. 

It is suggested that monolaurate urticaria in dogs may be used for 
the assay of antiurticariogenic drugs. 








COLLOID MILIUM 


HOWARD HAILEY, M.D.* 
ATLANTA, GA. 


EVERAL recent reviews of the literature on colloid milium by 

Robinson and Tasker,’ Reuter and Becker,? Way®* and others 
make it inappropriate to include a complete review in this report. 

Gilbert and Cox,* both of the Australian Army Medical Corps, 
reported 8 cases of colloid degeneration observed at an Australian general 
hospital. They stated the belief that sunlight is an important factor in the 
etiology of this condition. 

While the theory was expressed by Anderson, Way and others that 
a vitamin deficiency may exist and that it may be an etiologic factor 
in the development of colloid milium, there is not an unanimity of 
opinion as to the etiology of this condition. In the 2 patients whose 
cases I report here, the question of vitamin C as an etiologic factor 
is problematic. Both patients enjoyed good health, and their economic 
status was better than average. 

Subjective symptoms were absent in both patients. The lesions 
“were prevalent on the face, the ears, the sides of the neck and the dorsa 
of the hands. They were elevated and yellowish red and varied from 1 
to 5 mm. in diameter. In some areas the lesions were discrete, 
while in others they were closely packed together. They were firm 
and had the feel of lesions of lymphangioma circumscriptum. Puncture 
of a lesion usually elicited a minute amount of blood. 

It was readily seen that the lesions were not true vesicles. Pressure 
was necessary to empty the contents of the “pseudovesicle” or “bulla.” 
The “pseudobulla” was apparently the result of the confluence of several 
lesions. The contents of a lesion were granular and gelatinous. 


* Formerly Associate Clinical Professor of Dermatology, Emory University 
School of Medicine. 

Read at the Sixty-Eighth Annual Meeting of the American Dermatological 
Association, Inc., San Diego, Calif., April 27, 1948. 

1. Robinson, S. S., and Tasker, S.: Colloid Degeneration of the Skin, Arch. 
Dermat. & Syph., 52:180-181 (Sept.) 1945. 

2. Reuter, M. J., and Becker, S. W.: Colloid Degeneration (Collagen Degenera- 
tion) of the Skin, Arch. Dermat. & Syph. 46:695-704 (Nov.) 1942. 

3. Way, S. C.: Colloid Milium: A Vitamin Deficiency Disease? Arch. 
Dermat. & Syph. 45:1148-1155 (June) 1942. 

4. Gilbert, T. M., and Cox, C. B.: Colloid Degeneration of the Skin: Report 
of Eight Cases, M. J. Australia 2:21 (July 6) 1946. 

5. Anderson, N. P., cited by Way.® 
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= 
Benign cystic epithelioma, hydrocystoma and lymphangioma circum. 
scriptum are the conditions most likely to be confused with colloid 
milium. 














Fig. 1 (case 1).—Appearance of lesions on the face. 




















Fig. 2 (case 1).—Section of a lesion; hematoxylin and eosin stain; x 75. 





REPORT OF CASES 


Case 1.—T. J. M., a white man aged 39, was first seen by me in December 1946. 
His occupation was manager of a trucking business, and he estimated that he 
worked out of doors 50 per cent of his time. His general health was excellent. 











HAILEY—COLLOID MILIUM 677 


He had red hair, brown eyes and a ruddy complexion. His face, ears and the 
dorsa of the hands presented lesions as previously described, which had begun 
at the age of 30. Various treatments, including local keratolytic remedies, 
roentgen irradiation and curettage of small areas, were carried out. Only those 
areas which were curetted remained free of lesions. On Oct. 30, 1947, treatment 
was begun with ascorbic acid, 50 mg. three times a day. The patient was last 
seen by me on March 23, 1948. After five months of medication with ascorbic 
acid, the condition appeared to have been uninfluenced. The patient said, “Doctor, 
I can recall that this condition was much worse four or five years ago, and it is 
worse every summer and gets better in the wintertime”’. 

















Fig. 3 (case 1).—Section of a lesion; hematoxylin and eosin stain; x 350. 


Case 2.—A. C., a white man aged 40, was first seen by me on Aug. 30, 1945. 
He operated a farm equipment agency and spent about half his daylight time 
out of doors. His general health was excellent. His eyes were hazel colored, 
and he had a ruddy complexion. On his face, the sides of the nose, the ear lobes, 
the back of the neck and the dorsa of the hands were a large number of elevated, 
yellowish red lesions, as before described. The patient was seen from Aug. 30, 1945, 
to Dec. 7, 1946, at fairly regular intervals. The maximum safe dosage of 
roentgen radiation was administered, without noticeable results. Curettage of 
areas of the dorsa of the hands produced corresponding smooth atrophic areas. 
This result apparently displeased the patient. Subsequently, solicitation by mail 
failed to obtain the patient’s cooperation in testing the value of ascorbic acid in 
treatment of his condition. 


HISTOLOGIC EXAMINATION 


The reports by different histopathologists vary in lesser details, 
but the essential facts are in agreement. The epidermis is thinner than 
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normal; the rete pegs are absent, and homogeneous masses which 
represent the degenerative process are found in the upper portion of 
the derma. There is a tendency for the masses to appear at right 
angles to the epidermis. The degenerative process affects the walls 


of the blood vessels. 
TREATMENT 


Curettage followed by keratolytic dressings brought about the most 
satisfactory destruction of the lesions. Roentgen therapy was valueless 
in both of my patients. Treatment with ascorbic acid for approximately 
five months failed to improve the lesions in 1 patient. Probably pro- 
tective measures against sunlight offer the best treatment against this 


condition. 
SUMMARY AND CONCLUSIONS 


Two cases of colloid milium of Wagner are reported. 

The disease is probably not as rare as has been previously believed. 

In those few cases reported in which administration of ascorbic 
acid cured the condition or influenced it favorably, the question of coinci- 
dence is in order. 

The patient in this report who cooperated in experiments with 
prolonged ascorbic acid medication failed to show improvement. He 
had noted that the condition improved and regressed without apparent 
cause, except that he observed that it was worse in the summer. 

Geographic location of patients whose cases have been reported 
appears to influence the incidence of the disease. Where the daily 
average of hours of sunlight is greatest it seems that this condition 


is more prevalent. 
Results of treatment are unsatisfactory. 


Suite 107 Doctors Building, 478 Peachtree Street. 


ABSTRACT OF DISCUSSION 


Dr. Netson Paut ANpbeERSON, Los Angeles: I am sure that you could not 
expect anybody from a citrus fruit-growing state to agree with Dr. Hailey’s 
remark concerning the lack of value of ascorbic acid in treatment of this 
disorder. I believe that everyone has certain preconceived ideas, particularly as 
regards degenerative diseases. A slide like the one shown today immediately 
suggests an irreversible change. However, many of these degenerative changes 
are not irreversible. The answers may not be known now, but the lock is there 
waiting to be opened by the right key. Whatever the causative factors may 
be in this disease and in other so-called degenerative diseases, if we take the 
viewpoint that these are irreversible degenerative diseases about which nothing 
can be done, then we will not be on the lookout for new therapeutic ideas which 
might be of benefit. I would like to point out that this was the situation in 
Way’s case in which there was a return of the skin to normal, and in Robinson’s 
case, in which there was also a return to a normal condition. Along this same 
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line of thought there is the presentation of Burgess, of a case of necrobiosis 
diabeticorum in which thére was a return to normal. In lichen sclerosis et atro- 
phicus I have seen astounding reverses to normal with the local application of 
estrogenic cream in women who had several hundred lesions scattered all 
over the body and genitalia. One positive result in a disease where all previous 
attempts have been negative is worth a great deal more than all the negative 
results that are obtained. I have little doubt as to the value of ascorbic acid in 
treatment of colloid degeneration of the skin. Even with the daily administration 
of 500 cc. of ascorbic acid by mouth, Robinson could raise the blood level only 
to 0.8 mg. per hundred cubic centimeters. Improvement was noted two months 
after the beginning of this therapy. The fact that people are in certain so-called 
higher economic groups means nothing in regard to adequacy of diet. Finally, 
I should like to mention that, in a number of cases of colloid degeneration, hyper- 
cholesteremia occurs. This condition might be the result of an effect of the adrenal 
gland on the thyroid gland. 

Dr. JoHN Betisario, Sydney, Australia: I was interested to hear Dr. Hailey’s 
paper and Dr. Anderson’s discussion. Although this disease is rare, in Australia 
it is seen every now and again. Furthermore, I would like to mention that this 
condition is more frequent in fair-skinned blonds who are out in the sunlight a 
good deal. I saw more of it in New Guinea than is usual in Australia. The 
reason is probably that the people in New Guinea had their hands exposed to 
strong sunlight all day. With regard to treatment, I have not been successful 
with the use of ascorbic acid. I have used it in large doses but have seen no 
improvement. Some of my colleagues told me that they had seen improvement 
under this treatment. I have seen 1 or 2 cases clear up independently. I have 
used roentgen irradiation but the only thing that has given complete regression 
has been electrodesiccation or curettage. 

Dr. Hattey, Atlanta, Ga.: I wish to thank Drs. Anderson and Belisario for 
their discussions. I was especially interested in hearing Dr. Belisario state that 
colloid milium was not a common condition but was more frequent in some geo- 
graphic areas than others. 

Colored pictures were made before the treatment with ascorbic acid and after 
treatment. Through the use of a hand lens I was unable to note any diminution 
in the number of lesions. 
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CALCIFEROL IN THE TREATMENT OF CUTANEOUS 
TUBERCULOSIS 


HENRY E. MICHELSON, M.D. 
With the Collaboration of John R. Haserick, M.D. 
MINNEAPOLIS 


ITAMIN D therapy has been used in cutaneous tuberculosis by a 

large number of clinicians in many countries since the first reports 
of Charpy and Dowling extolled the value of calciferol (vitamin D,) 
in the treatment of lupus vulgaris. That the method has real value 
is proved beyond a doubt, but there are still some unanswered questions 
about the action and use of this potent vitamin; therefore, a review 
of our experience and of that of others up to the present time seems 
in order. 

In using calciferol in the treatment of cutaneous tuberculosis at 
the University of Minnesota Hospitals, the French and English methods 
of administration have been combined. We prefer Dowling and Thomas’ 
adjustment of daily doses to each patient. Our rule has been to 
give, orally, 1,000 units per kilogram of body weight per day to the 
bedridden patient and up to 2,000 units per kilogram to the ambulatory 
patient. It is interesting to note that despite this attempt to prevent 
reactions by halving the dose for bedridden patients, they were the 
very patients who had the largest number of toxic reactions. 

Charpy recommended and has continued, to the time of writing, 
to prefer alcohol as the vehicle for the crystallized vitamin D,. He 
stated the belief that calciferol in oil did not give consistent results. 
Mayoux stated that vitamin D in oil was consistently ineffective. 
Charpy’ stated recently that when no improvement occurs by the 
fifteenth day of administration, failure of absorption or failure of 
tissue permeability owing to the presence of too much salt in the 
tissues must be suspected. He did not state how the presence of 
these conditions could be established. 

At first viosterol in oil was used, because it was available; later 
a solution of calciferol in propylene glycol (drisdol®),? especially 


From the Division of Dermatology, University of Minnesota, Henry E. 
Michelson, Director. 

Read at the Sixty-Eighth Annual Meeting of the American Dermatological 
Association, Inc., San Diego, .Calif., April 27, 1948. 

1. Charpy, M. J.: Vitamin D in Cutaneous Tuberculosis, Lancet 2:398, 1947. 

2. The drisdol® used in this study was furnished by the Winthrop Chemical 


Company. 
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prepared in a concentrated form of 50,000 units per cubic centimeter, 
was used. The results varied with either solvent, and we cannot 
state that either is superior or that fewer reactions are encountered 
with the one or the other. The advantage of propylene glycol as a 
solvent is that, being water miscible, it is injectable. This property 
is being utilized in inhalation experiments now under way in cases of 
pulmonary tuberculosis; when the substance is vaporized, it can be 
utilized without danger of lipid pneumonia. 

We have now treated 25 patients with cutaneous tuberculosis with 
calciferol. The series comprises 7 patients with lupus vulgaris, 9 
with erythema induratum, 4 with papulonecrotic tuberculids and 5 with 
colliquative tuberculosis. 


LUPUS VULGARIS 

Since the results of treatment with calciferol are especially striking 
and successful in lupus vulgaris, one must analyze this particular 
form of tuberculosis in order to find, if possible, an explanation for 
the curative susceptibility of the disorder to large doses of the vitamin. 

The disease has a definite geographic distribution outside the United 
States; although occasional patients with lupus vulgaris are seen 
here, most of them are not native born but come from areas where 
the disease is endemic. In addition, patients with lupus vulgaris come 
from a stratum of society which often means restricted purchasing 
power and, hence, an inadequate diet, frequently with severe deficiency 
of the foods that contain vitamin D; there has been prenatal depriva- 
tion, both calorically and in vitamin content. Neumann has stated 
that in pulmonary tuberculosis, a normal daily diet of 40 calories per 
kilogram of body weight was desirable, with an acceptable mixture 
of foods; this standard is rarely encountered in those areas of Western 
Europe where lupus vulgaris is so common. The relation of vitamin D 
to sunlight is well known; the studies of Marchionini * demonstrated 
the absence of lupus vulgaris in those parts of the world where the 
number of days per year with bright sunlight is high. 

Although nutrition and climate both play a prominent role in 
susceptibility to lupus vulgaris, climate seems the more important. The 
incidence of lupus vulgaris in different climates shows that moist, 
cool areas, poor in sunlight, favor development of the disease. In 
Europe it is much more frequent in the north than it is near the 
Mediterranean. In fact, the incidence declines from north to south, 
and the disease is practically nonexistent near the Equator. Mar- 
chionini cites many well known observers on this point; for example, 
Pautrier’s patients in Strasbourg came largely from the valleys of 


3. Marchionini, A.: Die Hauttuberkulose in Anatolien, Arch f. Dermat. u. 
Syph. 185: 363, 1944. 
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the Vosges, a relatively moist and cool region. In Germany, Stumpke 
called attention to the great number of patients from the western 
and southwestern areas near Switzerland (where Miescher had noted 
that his patients came largely from the peasant:class) and emphasized 
the poor economic level as well as the scarcity of sunlight in the 
areas of the country where lupus was most frequent. Gron reported 
that 60 cases of lupus vulgaris had been reported in Bergen, as against 
18 for the same period in Stockholm. It is interesting to note that 
in northern Italy, cutaneous tuberculosis accounts for 6.75 per cent 
of all cases of cutaneous diseases, whereas in Rome, the percentage 
drops to 1.07 and in Naples, to 0.8. The only figures available to 
us for the United States were furnished by Buckley, by Duhring and 
by Pusey. All three investigators stated individually that the incidence 
of lupus vulgaris in the dermatologic clinics where they tabulated 
reports of cutaneous diseases was 0.3 per cent. 


Incidence of Cutaneous Tuberculosis in Relation to all Cutaneous Diseases 








Oslo United States Ankara 
(Danbolt), (Spitzer), (Marchionini), 
% % To 


Cutaneous tuberculosis, Total.... 3. 0.818 
Tuberculosis luposa ; 0.3 
Tuberculosis colliquativa .45 0.2 
Tuberculosis indurativa . 0.01 
Tuberculosis ulcerosa j hs 
Tuberculosis verrucosa : 0.3 
Tuberculosis papulonecrotica ate. 
Tuberculosis lichenoides 





Marchionini studied tuberculosis of the skin in Turkey, where, in 
contrast to western Europe, the total number of cases of cutaneous 
tuberculosis was only 0.53 per cent and that of lupus vulgaris only 
0.18 per cent of all recorded cases of cutaneous disease. An interesting 
comparison of the frequency of various types of cutaneous tuberculosis 
in northern Europe and in the United States with the frequency of 
the same types in Turkey is afforded by the table. 

The striking contrast occurs in the frequency of lupus. Obviously 
Danbolt’s and Marchionini’s figures are more reliable, for they were 
taken from their own clinics in one locality, whereas Spitzer’s were 
calculated from the meager American statistics available. The total 
percentage of lupus in Oslo is much greater than that in either the 
United States or Ankara, and the percentage in Ankara is much the 
lowest of the three figures quoted. 

Without delving further into the geographic and climatic factors 
that favor the development of lupus vulgaris, one may readily conclude 
that sunlight must play a decided role, but there are some exceptions 
which turn one’s attention to diet. Trubitsch found no lupus vulgaris in 
the Eskimos of western Greenland, while Olin found the percentage 
in Finland to be about the same as in other parts of western Europe, 
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in spite of the high mortality rate for pulmonary tuberculosis in 
Finland; these data may be contrasted with those for Japan, where 
the incidence of pulmonary tuberculosis is also extremely high, but 
where there is practically no lupus vulgaris. In China, Richter found 
cutaneous tuberculosis to be less frequent than in northern Europe, 
but present to an appreciable degree. One must therefore investigate, 
if possible, the social, environmental and nutritional factors, a pro- 
cedure which offers many difficulties. 

Von Mallinckrodt-Haupt called attention to the unhygienic environ- 
ment of patients with lupus vulgaris in the Eifel district of Germany: 
their general poverty, their dwellings with dark, unventilated rooms, 
their lack of bathing facilities, and their diet of potatoes and cereals, 
low in vitamins. These factors, combined with the small number of 
hours of sunlight.per year, make for conditions which we consider 
favorable for the development of lupus vulgaris, particularly when one 
keeps in mind the ever present infective sources, both human and 
bovine, in backward areas. Although these factors do not entirely 
explain all lupus vulgaris cases, a sun-poor, cold climate, together with 
an inadequate diet, seems to dispose to the development of lupus 
vulgaris much more than does an inadequate diet in a sunny, warm 
climate. 

Surely patients with such a disease are fit subjects for a therapeutic 
regimen which includes improved general nutrition; possibly vitamin D 
in massive doses in some way rectifies the main deficiency or repairs 
damage done when the patient was under [ess favorable dietetic 
influences. 

Before the advent of vitamin D therapy in lupus vulgaris, the 
most successful treatment of that disease was the Finsen form of 
ultraviolet therapy. According to Lombholt, this form of treatment, 
combined with a general antituberculosis regimen, gave promise of 
about 80 per cent success, especially when begun at the first appearance 
of the disease. Just as today one may ask why vitamin D brings 
about improvement in cases of lupus vulgaris, so did the advocates 
of the Finsen treatment try to find the reason for its beneficial action. 
Obviously the first thought <oncerned the effect on the tubercle bacillus, 
but it was soon demonstrated that the chemical rays of the Finsen 
light penetrated to only about 0.1 mm. and below this were entirely 
lost, so bactericidal action could not have been the reason for the 
healing action. Most observers finally came to the conclusion that 
since healing under Finsen treatment brought about scarring, what 
actually took place was the production of an intense tissue reaction. 
This process began with an active hyperemia, with dilatation and 
thrombosis of the superficial and even of deeper vessels, and was 
followed with edema and cellular infiltration, resulting in vacuolation 
and necrosis of the epithelium and often in necrosis of the lupous 
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tissue, with crusting and subsequent formation of fibrous tissue. Heal- 
ing often was incomplete; areas of lupous tissue found in the scar 
had to be dealt with. It was noticed that patients who lived at Finsen 
institutes made more progress than those who lived at home and 
only attended for irradiation. When the Gerson salt-free diet was 
introduced, it was also observed that the Gerson diet plus the Finsen 
treatment was superior to either alone. 

Throughout the history of successful therapy for lupus, nutritional 
and hygienic factors have played an important part. Now the success 
of vitamin therapy seems to throw some light on the reason. Vitamin D 
is produced and found in the skin. Ultraviolet radiation is important 
in the production of vitamin D. The lupus vulgaris patient must have, 
or lack, certain qualities of the tissues which make him susceptible to 
this form of tuberculous inflammation. Evidently, when his skin 
becomes suffused with vitamin D, a reaction takes place similar to 
that produced by the Finsen treatment. Healing is apparently brought 
about in the same manner in both forms of treatment. It seems fair 
to presume that there is a common factor, and that Finsen therapy 
was probably successful because of the local production of vitamin D. 
The interrelation of the various vitamins is well known; hence, a 
diet rich in several vitamins may have assisted such action in Finsen 
therapy. The reports of combined Finsen and vitamin D therapy are 
very good, but much time and observation: are needed in order to 
evaluate any procedure in so resistant, chronic and recurrent a disease 
as lupus vulgaris. 

Charpy, Dowling, Lomholt and others are in accord about dosage, 
duration of treatment, percentage of improvement and other factors 
in the treatment of lupus vulgaris. They agree that most patients 
tolerate large doses of vitamin D and that the best effects are produced 
at almost a level of overdosage; Dowling stated that the total dose 
in his cases ranged from 9,500,000 to 62,500,000 units in adults and 
from 4,500,000 to 33,500,000 units in children. These writers also 
agree that the treatment must be carried on at reduced dosage for as 
long as a year. In successful cases there is no doubt about clinical 
cure; the anatomic cure is doubtful. 

In ascertaining the value of treatment with calciferol in lupus 
vulgaris, in addition to our own observations, we have carefully exam- 
ined the literature which has accumulated over the past five years 
and have been fortunate in receiving valuable personal communications 
from Dr. D. E. Macrae of England and Dr. G. Miescher of Switzerland. 
The experiences of almost all those who have worked with calciferol 
are much alike. There are some small variations, but the general 
uniformity of the results speaks for the success of the method. 

It may be stated unequivocally that calciferol is of great value in 
the treatment of lupus vulgaris. It is not a specific, but it acts more 
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favorably in lupus vulgaris than in any other form of cutaneous tuber- 
culosis in which it has been tried. The importance of familiarity with 
the rate of progress of the disease, variation in dosage with the vitamin, 
combination of the treatment with physical therapy, the all important 
time element, and many other details can be appreciated only when 
they are dealt with. Regulation of the dose to suit the patient must 
be emphasized. Although 100,000 to 150,000 units per day (1,000 to 
2,000 units per kilogram of body weight) is the usual dose employed, 
we have found it advantageous to reduce the dose to as low as 10,000 
units daily for the patient who is somewhat intolerant of calciferol. 

Progress under calciferol therapy is by no means uniform in all 
cases. There is a decided variation, both in the time required for 
response and in the rate of improvement. There may be an initial 
period of lack of response, or even of increase in the inflammatory 
appearance, but if the dose is made tolerable and the treatment perse- 
vered in, improvement is indicated by a flattening of the plaques, a 
dulling of the color and, soon, the appearance of white areas between 
the lupous tissues. Gradually, these areas, which are composed of 
scars, increase, and fewer and fewer lupous nodules can be seen. 
Complete clinical scarring may result, but in our series we have not 
as yet encountered a case in which we were confident from the macro- 
scopic appearance that there was no pathologic activity left. 

Microscopic examination of treated areas has revealed tuberculoid 
structure. In an instance of slow healing a change in the type of 
structure found was in accord with an observation of Miescher’s, that 
results of histologic examinations made within a few months after 
the beginning of treatment indicated a tendency for the frank tuber- 
culoid structure to change to a sarcoidal one. This variation may be 
significant and may even throw some light on the etiology of sarcoidosis, 
but it cannot be discussed here. All observers have been dismayed 
at the presence of traces of tuberculous tissue in the areas which 
apparently were completely healed under calciferol treatment. 

In America, one does not often encounter a patient with the severe, 
destructive and ulcerating lesions seen in Europe; hence, we cannot 
state which forms of lupus respond best to calciferol therapy. Macrae 
has tabulated his impressions in that regard. It is our conviction, 
however, that the more severe and extensive the disease, the longer 
the treatment must be carried out, and that sustained treatment, even 
though the dose is much reduced, is better than stopping the treatment 
completely and then starting it again. 


We have not encountered any effects on pulmonary lesions, the 
presence of which had been determined historically or roentgenologic- 
ally, nor have we seen the production of pulmonary lesions not pre- 
viously suspected. The latter result has, however, been reported and 
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must be kept in mind. Not only pulmonary tuberculosis but also renal 
tuberculosis has become manifest or developed during calciferol therapy. 

A combination of treatment with various physical devices, such 
as the Kromayer lamp or the Finsen light, or of cautery or application 
of chemical pastes, with administration of calciferol is entirely feasible 
and beneficial but fortunately is not often needed. Injections of strepto- 
mycin combined with or interspersed with administration of calciferol 
are indicated, we believe, in a case in which the lesions are resistant 
or in which progress has come to a standstill. Our experience with 
such a case is limited to a single instance, in which healing was not 
at all satisfactory until streptomycin was added; then scarring began 
and progressed favorably. For this patient the dose of calciferol was 
reduced to 25,000 units daily, because of some signs of intolerance. 
Our experience is too small to advise reducing the dose of calciferol 
when giving streptomycin, but it is a point worthy of consideration. 

The addition of calcium is now considered unnecessary when patients 
are ingesting an average diet. Only those patients deprived of calcium- 
containing foods need supplemental calcium. 


OTHER DISEASES 


Papulonecrotic Tuberculid——One case of papulonecrotic tuberculid 
of the face responded well in two weeks’ time, but after six weeks of 
therapy the serum calcium rose to 15 mg. per hundred cubic centimeters 
and the calciferol was discontinued. There was no recurrence of the 
disease in several months. On the other hand, treatment with calciferol 
produced no change in the condition of a woman of 24 with papulo- 
necrotic tuberculid, even after five months of treatment. It is of 
interest that in this case the amount of calcium in the serum and urine 
was within the normal range after four months of treatment. A patient 
with extensive papulonecrotic tuberculid involving both legs and arms 
had had the lesions for six years. There were recurrences and increas- 
ingly severe involvement each winter. Under continued calciferol 
treatment the number of lesions decreased and the seasonal exacerbations 
were lessened, but lesions still persisted. 

Vitamin D therapy in our few cases of papulonecrotic tuberculid 
has not been successful. In so-called rosacea-like tuberculid we also 
have seen no striking effect. 

Tuberculous Adenitis—Calciferol was used in 5 cases of tuberculous 
adenitis, including 1 of colliquative tuberculosis. No local change was 
noted in 3. In the other 2, a severe local reaction occurred, consisting 
of pain, swelling, fluctuation and drainage of the glands during the 
second week of treatment. Addison’s disease developed in 1 of 
the latter patients while he was being given calciferol. The second 
patient improved after the initial softening and drainage of the nodes; 
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she herself requested that therapy be resumed because of a feeling of 
well-being she had while taking calciferol. 

Macrae, of the Morland Clinics, in England, wrote one of us 
(H. E.M.) that he has administered vitamin D in from 30 to 40 cases 
of tuberculous adenitis. He noted a flare-up, similar to the Herx- 
heimer reaction, especially in children; however, after a month or 
six weeks of increased swelling with breaking down and pus formation, 
or with increased discharge from sinuses, noticeable improvement took 
place : 

The benefits of calciferol have shown themselves strongly in several ways. 
Firstly, in the acute flare-up nodes hitherto unsuspected have sometimes shown 
themselves, so that more complete eradication of the disease can be carried out. 
I feel it is these small nodes, containing a few tubercle bacilli and not spotted in 
the ordinary course of events, that lead to a recurrence of the trouble months 
or even years afterward. 

Operation is surprisingly easy compared with the difficulties of the old days. 
The most striking feature has been the disappearance of matting and periadenitis. 
The nodes can be firmly gripped without their bursting and discharging tubercu- 
lous pus in the wound, and I have found that after periods of treatment varying 
from two to nine months, the nodes resemble sebaceous cysts in the ease with 
which they can be removed. 

Roentgenograms of the neck have shown a considerable increase in calcification, 
and sections of the lymph nodes after removal have shown a very large proportion 
of calcium deposits, particularly in the center of the node; in some, no lymph 
node can be seen. In others, a small rim of tuberculous tissue has been found 
at the periphery. I feel surgical operation is still an essential part of the treatment. 


Dr. Macrae unhesitatingly states that calciferol is of very great help, 


and that although it cannot be regarded as curative, treatment is speeded 
up and results are pleasing in tuberculous adenitis. As has been 
stated, our experience is not large. In 1 case, after progress had come 
to a standstill with calciferol, streptomycin was given; rather striking 
improvement, scarring and arrest (perhaps cure) of the process resulted. 


Erythema Induratum.—Erythema induratum has not been affected 
remarkably under calciferol therapy. We believe that the patient should 
be given the benefit of a three months’ trial. If no improvement has 
taken place in that period, it is doubtful whether further benefit can 
be expected. Since circulatory factors are important in erythema 
induratum, the ideal trial should be combined with bed rest. Under 
such a regimen we had fair success in 1 case, but as soon as the patient 
became ambulatory the lesions recurred. 


TOXIC REACTIONS 


In our experience, the systemic toxic symptoms and signs were 
minimal in the group of 25 ambulatory patients. As a precautionary 
measure, calciferol was not administered to any patient with arterio- 
sclerosis or with impaired renal function. When toxicity occurred, 
the earliest sign was nausea, with anorexia and headache the next 
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most frequent. In no case in which the patient was ambulatory was 
it necessary to stop administration of the drug because of toxic symp- 
toms, though a rapid onset of hypercalcemia (the level for serum 
calcium was 15 mg. per hundred cubic centimeters) in 1 case prompted 
us to withdraw it. 

Of the 8 bedridden patients, 5 had reactions considered severe 
enough to discontinue the drug, in spite of reduction (for 4 of them) 
to one-half the amount of calciferol per kilogram given to the ambulatory 
patients. Abdominal pain was severe in 2 patients. There was no 
adequate explanation for the pain except the one, favored particularly 
in England, that vitamin D liberates lead from the bones and, when 
the mobilization is rapid, produces the nausea, vomiting and abdominal 
pain of lead poisoning. Examination of the excretions for lead was 
not carried out in any of our cases. 

Even after the drug was discontinued, hypercalcemia and toxic 
symptoms persisted for two months in 3 of the 5 bedridden patients. 
In our experience toxic symptoms did not develop in any patient 
without hypercalcemia, though hypercalcemia developed in several with- 
out toxicity. 

Though we had expected systemic toxic reactions to massive doses 
of calciferol, we were unprepared for the severe local Herxheimer-like 
reactions in tuberculous adenitis. These usually occurred during the 
second or third week of therapy and consisted of increased redness, 
pain and softening of the lymph nodes with copious drainage, and of 
increase in the area of involvement. When observed over a longer 
period of time, the local reaction usually subsided and continued 
improvement then seemed to begin. 

In the case of tuberculous adenitis in which Addison’s disease 
developed, with crisis during the second week of calciferol treatment, 
it is noteworthy that a severe local reaction took place at the site of 
the subcutaneous adenitis followed with fluctuation and drainage. It 


is plausible to assume that a similar local reaction may have occurred 


in the adrenal glands, resulting in the crisis of Addison’s disease. 


MODE OF ACTION 

There has been no satisfactory explanation for the success of 
calciferol in the treatment of lupus vulgaris. A hypothesis based on 
the well known effects of vitamin D does not adequately explain either 
the clinical response or the pathologic findings. Nevertheless, several 
factors involved are applicable to physiology and pathology of the skin. 
Effect of Vitamin D on Mineral Metabolism.—The theory first 
suggested to explain the effect of calciferol in lupus vulgaris was the 
natural one that healing was related to the hypercalcemia produced 
by calciferol. However, both Charpy and Dowling reported patients 
who responded well with no change in the serum calcium, while other 
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patients with hypercalcemia did not show a clinical response. Moreover, 
in post-treatment biopsy in Charpy’s cases studied by Vachon and 
Feroldi,* as well as in those of our own small series, there was no 
evidence of deposition of calcium in or around the tuberculous tissue. 

In our cases high blood calcium was a common finding, the level 
often reaching 16 mg. per hundred cubic centimeters. The rise usually 
was preceded by an increase of calcium in the urine, the level of which 
rose from a normal quantitative value (Sulkowitch test) of below 
100 mg. per hundred cubic centimeters to as high as 800 mg. per hun- 
dred cubic centimeters. It was noted that acidity of the urine was 
necessary to maintain a direct relation between the level of serum 
calcium and that of urinary calcium. For 1 dehydrated patient with 
alkaline urine, the quantitative value (Sulkowitch test) was 89 mg. 
per hundred cubic centimeters, while the serum calcium persisted at 
15 mg. per hundred cubic centimeters after calciferol was discontinued. 
With restoration of the fluid balance to normal and acidification of the 
urine with nitrohydrochloric acid, the urinary calcium excretion rose 
to 878 mg. per hundred cubic centimeters, followed with a rapid drop 
in the serum calcium. 

No change in the serum phosphorus was noted after administration 
of calciferol. However, the alkaline phosphatase rose late in 3 cases, 
from normal pretreatment values of 2.2, 1.8 and 1.4 King-Armstrong 
units to 46, 22 and 18 King-Armstrong units, respectively. In each 
case, the value returned to normal after the drug was discontinued. 
These data are in contradistinction to the unchanged or decreased 
phosphatase values reported by Reed when massive doses of vitamin 
D were given to arthritic persons, and to the se.ere decrease in serum 
phosphatase observed by Hansen, McQuarrie and Zigler in 4 cases 
of osteogenesis imperfecta in which values for blood phosphatase had 
been normal before treatment. At best, however, the changes in the 
level of phosphatase would seem to be a secondary factor; they are 
difficult to correlate with the therapeutic results in cutaneous 
tuberculosis. 


Direct Effect on the Tubercle Bacillus—Attempts to determine the 
bactericidal action of vitamin D have resulted in contradictory findings. 
Steenken and Baldwin,® in 1937, found no in vitro evidence of a bac- 
tericidal effect on cultures of the tubercle bacillus. On the other hand, 
in 1946, Raab ® reported that a complete absence of growth of tubercle 


4. Vachon, R., and Feroldi, J.: Le traitement du lupus tuberculeux par la 
méthode de Charpy: Les résultats anatomiques, Ann. de dermat. et syph. 5:241, 
1945. 

5. Steenken, W., and Baldwin, E. R.: The Effect of Irradiated Milk Com- 
pared with Vitamin D Oils on Inhalation Tuberculosis of Guinea Pigs, Proc. 
Soc. Exper. Biol. & Med. 37:348, 1937. 

6. Raab, W.: Vitamin D—Its Bactericidal Action, Dis. of Chest 12:409, 1946. 
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bacilli had resulted when calciferol was given in propylene glycol, but 
that no change had occurred when propylene glycol alone was given. 
Dr. Robert Patnode,’ of the Department of Bacteriology, University 
of Minnesota, repeated these important experiments but found that 
the calciferol in propylene glycol had no more bactericidal effect than 
did the propylene glycol, which he used as a control. 


Most authorities who support the theory of direct action on the 
bacillus call attention to the local reaction, which has frequently been 
noted soon after treatment was started. It has been likened to the 
Herxheimer reaction after antisyphilitic treatment and seems to be 
limited to cutaneous tuberculosis among all the diseases treated with 
vitamin D. It was the most common reaction in our cases of tuber- 
culous adenitis and colliquative tuberculosis and was often severe enough 
to necessitate discontinuing the treatment. Miescher stated that 
tubercle bacilli could still be identified in the secretion from the lesions 
of a patient with colliquative tuberculosis, who had been under treat- 
ment with vitamin D for over one year. 

Calorigenic Effect of Vitamin D.—Seel® observed that the basal 
metabolic rate was lowered in rickets, and that vitamin D restored it 
to normal. Reed,® in 1934, found that the drug produced an increased 
calorigenic effect when given in subtoxic doses to normal rats. Steck, 
Miller and Reed® found that “para-thor-mone” had no calorigenic 
effect. This information led to experiments on dogs by Deutsch, Reed 
and Struck,’ who found that vitamin D no longer had its calorigenic 
action after thyroidectomy. Bartoli, Feldman and Barnes * removed 
the pituitary gland from dogs and still found no calorigenic response 
to vitamin D. Thus it would seem that the preparation exercises a 
calorigenic effect, but mainly through the thyrotropic control of the 
anterior pituitary gland. 

The relation between tissue oxygen consumption and vitamin D 
intake was studied by two investigators. Presnall,"* in 1937, found 
that the “oxygen uptake of the skins of rats on a vitamin D-deficient 


7. Patnode, R.: Personal communication to the author. 

8. Cited by Reed, C. I.; Struck, H. C., and Steck, I. E.: Vitamin D: Chem- 
istry, Physiology, Pharmacology, Pathology, Experimental and Clinical Investi- 
gations, Chicago University Monographs in Medicine, Chicago, University of 
Chicago Press, 1939. 

9. Steck, I. E.; Miller, D. C., and Reed, C. I.: The Effect of Parathormone 
on Basal Metabolism of Normal Dogs, Am. J. Physiol. 110:1, 1934. 

10. Deutsch, H.; Reed, C. I. and Struck, H. C.: The Role of the Thyroid 
in the Calorigenic Action of Vitamin D, Am. J. Physiol. 117:1, 1936. 

11. Presnall, A. K.: The Relation of Vitamin D to Skin Respiration, J. Biol. 
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diet was only 50-70 per cent of control rats.” Gelfan,’* in 1935, studied 
the effect of viosterol on frog muscle. He found that the vitamin D 
increased the mean oxygen consumption as much as 29 per cent over 
that of normal controls, which was “analogous to the increased res- 
piration of tissue from thyroid-treated animals.” 

Clinically, hyperthyroidism frequently is associated with a negative 
calcium balance, and occasionally results in osteoporosis. Both 
vitamin D and “para-thor-mone” have been found to correct this 
negative balance, but what the clinical relation is between hyper- 
thyroidism or hypothyroidism and lupus vulgaris or other forms of 
cutaneous tuberculosis is not clear. It is noteworthy that Feeny and 
his associates '* recently reported a case of “moderate hyperthyroidism” 
in which the patient had had lupus vulgaris for twenty years, and in 
which it did not respond after five months of treatment with calciferol. 
Thus, there are three possible bases for the action of calciferol in 
cutaneous tuberculosis: the hypercalcemia, the direct effect on the 
bacillus and the improved metabolism, none of which seems adequate 
in itself. Since the histologic change in tissue in the lesions of lupus 
vulgaris after treatment with calciferol is mainly an increase in fibrous 
tissue and not a deposition of calcium, the action of the vitamin would 
seem to be due more to an improvement in tissue metabolism than to 
a change in the mineral constituents. A direct effect on the bacillus 
in vivo cannot be ruled out, but seems a remote possibility in view of 
the experiments in vitro. 

One may speculate that the dermatologic effect of calciferol is to 
bring about an activation of devitalized tissue, thus upsetting the static 
and prolonged balance between the resistance of the host and the 
weakly invasive powers of the bacillus. With increased oxygen con- 
sumption of the individual tissue cells, a proliferation occurs which 
literally suffocates the enclosed tuberculous structure. The immediate 
reaction is an inflammatory one, which eventuates in the formation 
of scar tissue. 


Distribution of Vitamin D in the Body.—Investigators using cal- 
ciferol in treatment of other forms of tuberculosis are aware of the 
distribution of the drug in the body. In 1939, Vollmer ‘* administered 
massive doses of vitamin D to a dying infant three days before death. 
Postmortem bioassays of the various organs revealed that the major 
portion of the vitamin D was stored in the skin, brain and liver. No 


12. Gelfan, S.: The Effect of Viosterol upon Oxygen Consumption of Frog’s 
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14. Vollmer, H.: Distribution of Vitamin D in the Body After Administration 
of Massive Doses, Am. J. Dis. Child. 57:343 (Feb.) 1939. 
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appreciable amounts were found in the lungs, spleen or bones. 
Windorfer *® reported a similar experiment in 1938, with similar 
results. Thus no improvement could be expected in pulmonary tuber- 
culosis unless, perhaps, the calciferol were utilized in a form suitable 
for inhalation. 

COMMENT 


The treatment of cutaneous tuberculosis, and in particular of lupus 
vulgaris, has been greatly advanced by the use of calciferol, and the 
drug may be safely recommended. One need not have any particular 
experience with its use in order to give the method a trial. A careful 
evaluation of the patient’s condition, however, is essential. Knowledge 
of the state of the lungs, an estimate of renal function and a careful 
evaluation of the general physical condition are all that is necessary 
in order to proceed with relative safety. Patients receiving calciferol 
should be seen often, at least once a week, and should be instructed 
to stop taking the vitamin at once if nausea, anorexia, giddiness or 
other unusua! symptoms develop. Patients with large areas of involve- 
ment or with tuberculous adenitis, or those unable to tolerate the 
usual dosage, should only be treated in the hospital. 

The one tuberculous cutaneous condition which warrants prolonged 
trial and adjustment of dosage to enforce tolerance is lupus vulgaris. 
The results in the other forms of cutaneous tuberculosis have not been 
striking enough to justify any risk being taken in order to continue 
the treatment in the presence of mild signs of intolerance, or to 
justify continuation of the treatment for periods longer than three 
months when no improvement is noted. 

The treatment of lupus vulgaris is of great economic and social 
importance. Calciferol therapy is a definite advance over the best 
that could have been expected of the Finsen treatment. It has shortened 
the period of treatment, has saved the patient much loss of time and 
has made him independent, to some degree, of strict supervision and 
tedious routine. The treatment can usually be carried out without 
the patient’s changing his residence or becoming an inmate of an 
institute. 

If the calciferol treatment of lupus vulgaris is a great help in areas 
where the disease is endemic, it is an even greater help to dermatologists 
in this country. Here we have no Finsen institutes; formerly, when 
lupus vulgaris was encountered, treatment was haphazard at best, 
because the highly technical facilities and knowledge necessary to carry 
out even a modified Finsen treatment were lacking. With the advent 
of calciferol therapy, a reasonably successful and safe treatment for 
lupus vulgaris is available. The method of its use, the dangers and 


15. Windorfer, A.: Ueber die Vitamin-D-Resorption bei Verabreichung hoher 
Dosen C Vitamin D-Stoss, Klin. Wehnschr. 17:228, 1938. 
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the therapeutic possibilities can easily be learned. Since the method 
is not a specific and may not actually cure lupus vulgaris, further 
search for therapeutic combinations and improvements in its use is 


urged. 
SUMMARY AND CONCLUSIONS 


A series of 25 cases of cutaneous tuberculosis treated with massive 
doses of calciferol (vitamin D,) is reported. 

From the results and experience obtained, the following conclusions 
are drawn: 

1. Calciferol is a valuable adjunct in the treatment of cutaneous 
and nodular tuberculosis. 


2. It has exceptional value in the treatment of lupus vulgaris. 
3. Toxic reactions may be encountered. 
4. The precise mode of action in lupus vulgaris is not known. 


5. Calciferol therapy combined with injections of streptomycin is 
worthy of further trial. 


ABSTRACT OF DISCUSSION 


Dr. ArtHUR C. Curtis, Ann Arbor, Mich.: Dr. Michelson has given an excel- 
lent evaluation of vitamin D therapy in cutaneous tuberculosis. I can substantiate, 
in their entirety, his observations. 

Physicians in this country have now confirmed the effectiveness of calciferol 
in the treatment of lupus vulgaris, yet neither Charpy, Dowling and Thomas nor 
any of us know how or why calciferol works. Calciferol, which is produced 
by the irradiation of the ergosterol of yeast, is strongly antirachitic and relatively 
nontoxic in therapeutic doses. It was originally thought to be the provitamin D 
in the skin which was activated by irradiation. Waddell (The Provitamin D of 
Cholesterol, J. Biol. Chem. 105:711, 1934) showed that irradiation of cholesterol 
produced a compound equal to cod liver oil in antirachitic potency, and, therefore, 
thirty times greater in that respect than irradiated ergosterol. The discrepancy 
in the antirachitic potency of irradiated ergosterol and cod liver oil was known 
before vitamin Ds, or 7-dehydrocholesterol, was known. The antirachitic activity 
of irradiated milk, cod liver oil and irradiated skin is due to this substance. 
What effect might it have in lupus vulgaris? 

When ergosterol is irradiated, lumisterol, tachysterol, and then calciferol and 
suprasterol are produced. Tachysterol has little, if any, antirachitic property, 
but it does have a greater effect than calciferol in producing the excretion of 
phosphorus. Would it or the other closely related compounds be effective in 
lupus vulgaris? 

Why do not those who have services where cutaneous tuberculosis is seen 
try the several other substances that make up the vitamin D family to determine 
their therapeutic effectiveness? Each member of the group has a somewhat dif- 
ferent effect on metabolism; perhaps using them all might help us to learn how 
vitamin D acts in cutaneous tuberculosis. 

It should again be emphasized that calciferol is a toxic drug. It produces 
hypercalcemia, hyperphosphatemia and a rise in the nonprotein nitrogen level 
of the blood. In large doses, it withdraws calcium and phosphorus from bones and 
increases their excretion in the urine. If given in large doses for long periods 
of time, osteitis fibrosa cystica, soft tissue calcification or even death, often from 
renal calcification and failure, may ensue. 
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Dr. Michelson has discussed the toxic symptoms. It behooves us all to fo! 
low our patients closely and make sure that the drug is withdrawn when toxi 
symptoms occur and that calciferol is not taken, even in moderately large doses 
independently for long periods of time by our patients. 


Dr. MARION SULZBERGER, New York: Since beginning our studies of calcifero 
at the New York Skin and Cancer Unit, I have been amazed at the number of 
cases of lupus vulgaris we were able to find among the foreign born in New York. 
In studies carried out in our institute, Dr. Frances Pasher and her collaborators pub- 
lished data indicating that vehicles used for calciferol are apparently not so 
important as the European authors first seemed to think. Alcoholic and oily 
vehicles seemed to have roughly equivalent effects. I cannot agree entirely with 
Dr. Michelson regarding the explanation that the peculiar geographic distribution 
of lupus vulgaris is due simply to differences in nutrition and sunlight. Switzer- 
land, in general, has a high nutritional standard, with plenty of eggs, butter and 
milk and with the hours of sunlight very high in many areas; yet lupus vulgaris is 
common there. In many parts of the United States, even in the slums and mining 
districts with few hours of sunlight and with poor nutrition, lupus vulgaris is 
almost entirely absent. In South America, there is very little, if any, lupus 
vulgaris, even when nutrition is poor and exposure to sunlight low. I think 
the explanation is much more complex than the one given by Dr. Michelson, 
although there is no denying that both sunlight and diet do play a role in the 
incidence of tuberculosis. I was deeply interested in hearing Dr. Michelson’s 
excellent report, and particularly his complete confirmation of the Jadassohn- 
Lewandowsky law: Whenever and wherever pathogenic micro-organisms are being 
damaged or slowly destroyed by immune processes in the tissues, sarcoid structures 
tend to appear. I should like to confirm Dr. Michelson’s statement that on rare 
occasions the lesions of lupus vulgaris may be observed to turn into sarcoid 
lesions and vice versa. Such cases were reported long before the use of calciferol. 
Moreover, concomitant with these transformations, the response of the skin to the 
tuberculin test changes from hyperergic to hypoergic, or vice versa. Has 
Dr. Michelson been able to carry out quantitative tuberculin tests of the skin in 
his cases of lupus vulgaris in which a transformation to sarcoid lesions was noted 
under therapy with calciferol to see whether then, also, the tuberculin sensitivity 
has shifted from hyperergy to hypoergy? 

Dr. Paut O’LeEary, Minneapolis: Our experience in the use of streptomycin 
in the treatment of cutaneous tuberculosis and tuberculids has not been suf- 
ficiently encouraging to continue to use the antibiotic drug alone; similarly, my 
limited experience with calciferol in the treatment of lupus vulgaris has been 
far from encouraging. However, the combination of calciferol and streptomycin 
seems to offer results superior to those obtained from the use of either of these 
agents alone. Studies of blood calcium and phosphorus levels are not always 
so revealing as is the patient’s reaction to calciferol. Evidence of vitamin D 
intoxication may be manifested by loss of appetite, lassitude, gastrointestinal upsets, 
headache or nausea before evidence of hypercalcinemia appears in the form of 
increased blood levels. 

It seems to me that lupus vulgaris should now be subjected to the newer 
cultural and inoculation experiments for tubercle bacilli. I recently reviewed 
some forty-four articles dealing with bacteriologic studies in lupus vulgaris; 
none of them included a report of the modern cultural and inoculation experiments 
that may now be carried out on animals. 

Feldman, who has done outstanding work in experimental tuberculosis, believes 
that much is to be done to prove that the bacillus recognized in lupus vulgaris 
is the same organism which causes pulmonary tuberculosis. I believe that with 
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present knowledge one is limited to saying that lupus vulgaris is a disease seen in 
patients who have tuberculosis. The lack of improvement in lupus vulgaris and the 
apparent cure of pulmonary and other forms of tuberculosis after administration of 
streptomycin and, conversely, the improvement in lupus vulgaris and lack of 
benefit in pulmonary tuberculosis after administration of calciferol, raise questions 
that now need answering. 

Dr. Paut E. Becuet, New York: About a week before I left the East, I saw, 
at the Montreal General Hospital during a meeting of the Atlantic Dermatological 
Conference, a group of 6 or 7 patients with chronic lupus vulgaris with extensive 
involvement. All sorts of treatment had been tried, with little success. Dr. Fred 
Burgess, who presented the patients, had been using calciferol in treatment, with 
spectacular results. One patient showed complete recession of the disease. All 
the others were greatly improved. The new treatment shows great promise and 
in my opinion is a step forward in the therapy of lupus vulgaris; however, it 
will take several years properly to determine its value. 

Dr. HArry ArNoLp, Honolulu, T.H.: Dr. Sulzberger’s remarks prompt me to 
mention an article (Lima, L. de S., and Souza Compos, N.: Immuno-Biologic 
Anomalies in Leprosy, /nternat. J. Leprosy 16:9, 1948.) in which inversion of the 
reaction to the Mitsuda-Rost test, both from positive to negative and from negative 
to positive, is described. Corresponding changes are usually observed in the clinical 
form of the disease. 


Dr. Henry E. MicHetson, Minneapolis: I believe that the most important 
thing to emphasize in Dr. Curtis’s discussion is that results in treatment of lupus 
vulgaris come when one is using almost toxic doses of calciferol. Small doses 
are of no value. We have found it advisable in a few cases to reduce the dose 
to 10,000 units three times daily and have found this worth while. When one 
is considering lupus vulgaris, one must think of the soil and the type of infection. 
I definitely believe the condition to be due to tuberculosis, but it is an odd form 


of tuberculosis and it is dependent on a great many factors in the patient’s 
nutritional make-up. In answer to Dr. Sulzberger, the cases in Switzerland are 
largely in patients from the peasant class. The disease is noted more often in 
certain valleys, where the hygiene is notably poor, than in others. 

I have often stated that the pathologic factors of lupus vulgaris and those of 
sarcoid could not be distinguished from each other in certain cases; I am sure 
that this is true. I was surprised to find, after treatment with calciferol, that the 
histologic picture often became sarcoidal. I have not performed any tests to 
show that the tuberculin reaction changes with the histologic features, but 
I believe Macrae did. He stated that the tuberculin reactions increase in 
intensity and run parallel with elevation of the sedimentation rate. The phenome- 
non takes place during the first three weeks of treatment and then settles down. 

Dr. O’Leary will have to read a tremendous amount of literature if he wishes 
to find all the reports on bacilli in lupus vulgaris. There are many, many of them. 
It must be remembered that lupus vulgaris was treated by surgeons long before 
it was by dermatologists. The disease was not considered tuberculous until 
after Koch’s work. The reasons for considering it tuberculous now are many: 
The finding of the bacilli, the tuberculin reaction, the history and the frequent 
presence of other forms of tuberculosis are just a few of them. 





SOME DERMATOLOGIC EPONYMS 
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PONYMIC designation, like any abbreviation, is intended to be 

a short cut to description, but to serve this purpose even occasionally 
used terms should be widely understood. It is the purpose of this list 
to bring together for convenient reference most of the eponymic entities 
of interest to the dermatologist. Some entities which are not easily 
found in standard texts on dermatology, or which are rarely encountered, 
are listed with definitions and references. Other entities, either partially 
eponymic, of great familiarity, or whose synonyms are self explanatory, 
are simply listed for the sake of completeness. No biographic or 
historic data are included, as these aspects of the subject have been 
thoroughly covered by Goodman.' 

ACHARD-THIERS SYNDROME. Obesity and hypertrichosis of the face of masculine 
distribution in women without other signs of virilism.? 

AppIson’s DISEASE. 

ALBRIGHTS SYNDROME. An endocrine disturbance consisting of polyostotic 
fibrous dysplasia, with cutaneous pigmentation in both sexes and precocious 
puberty in girls.® 

Avmerpa’s Disease. Paracoccidioidal granuloma; Brazilian blastomycosis. 

ANDREWS’ PuSTULAR BACTERID. 

BakEuz’s Disease. Superficial suppurative cheilitis glandularis. 


BALZzER’s ADENOMA SEBACEUM. 


From the Department of Dermatology, University of Illinois College of Medi- 
cine, Service of Dr. Francis E. Senear (Dr. Haeberlin), and the Department of 
Dermatology, Northwestern University Medical School, Service of Dr. Edward A. 


Oliver (Dr. Garrard). 

1. Goodman, H.: Eponyms of Dermatology, Arch. Dermat. & Syph. 9:675 
(June) 1924. 
baie Shallow, T. A.: Adrenal Tumour Producing the Achard-Thiers Syndrome, 
Ann. Surg. 98:297 (Aug.) 1933. 

3. Albright, F.; Butler, A. M.; Hampton, A. O., and Smith, P.: Syndrome 
Characterized by Osteitis Fibrosa Disseminata, Areas of Pigmentation and Endo- 
crine Dysfunction, with Precocious Puberty in Females, New England J. Med. 
216:727 (April 29) 1937. 
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Bazin’s Buccat Psoriasis. Leukoplakia buccalis. 

Bazin’s Disease. Tuberculosis indurativa; erythema induratum. 

Benucet’s SYNDROME. Triple symptom complex. 

Beicet’s Disease. Trichorrhexis nodosa: chignon fungus. 

Besnier’s Lupus Pernio. Acrodermatitis pustulosa hiemalis (Crocker) ; necro- 
tizing chilblains (Allen). 

BESNIER’s Prurico. Atopic dermatitis; neurodermatitis disseminata; atopic 
eczema; flexural eczema. 

BLocH-SULZBERGER Disease. Incontinentia pigmenti. 

Bockuart’s Impetico. - Superficial staphylococcic folliculitis. 

Borst-J ADASSOHN INTRAEPIDERMAL EPITHELIOMA. 

Bowen’s Disease. Precancerous dermatosis. 

Britt’s Disease. Sporadic endemic typhus with erythematous macular and 
petechial exanthems. 

Brooke's Disease. Keratosis follicularis contagiosa. 

BRUSHFIELD-WyaTt SYNDROME. Weber-Sturge syndrome. 

BueErGerR’s Disease. Thromboangiitis obliterans. 

Bircer-Gritz SynpromMe. Xanthoma disseminatum and hepatosplenomegaly 
with cutaneous and mucosal lipidosis.* 

CarrIon’s DisEaASE. Verruga peruana; Oroya fever. 

CAzENAVE’S Disease. Lupus erythematosus. 

CivaTTe’s PorKILODERMA. Reticulated pigmented poikiloderma. 

CLutton’s Joints. Syphilitic hydrarthrosis. 

CsitLac’s Disease. Dermatitis lichenoides chronica atrophicans ; lichen sclerosis 
et atrophicus, lichen albus of Zumbush. 

Cusuine’s Disease. Pituitary basophilism. 

Dartier’s Disease. Keratosis follicularis; keratosis vegetans. 

Darier-FERRAND Disease. Dermatofibrosarcoma protuberans; progressive and 
recurrent dermatofibrosarcoma. 

DarieR-Roussy Sarco. Subcutaneous sarcoid. 

DarRLING’s DisEAseE. Histoplasmosis. 

Dercum’s Disease. Adiposis dolorosa. 

Devercir’s Disease. Pityriasis rubra pilaris. 

Duurinc’s Disease. Dermatitis herpetiformis. 

Duxke’s DisEASE (EXANTHEMA SUBITUM). Fourth disease. 

EHLERS-DANLOS SYNDROME. Hyperelasticity of the joints and skin, subcutane- 
ous tumors and fragility of the skin with faulty healing leading to scar 
formation.® 

ENGMAN’s INFECTIOUS EczEMATOID DERMATITIS. Dermatitis infectiosa eczema- 
toides. 

— Ers’s SyNnprome. Syphilitic spastic spinal paralysis (paraplegia due to syph- 
ilitic transverse myelitis).® 


4. Ormsby, O. S., and Montgomery, H.: Diseases of the Skin, ed. 6, Philadel- 
phia, Lea & Febiger, 1943, p. 649. 

5. Ronchese, F.: Dermatorrhexis with Dermatochalasis and Arthrochalasis 
(So-Called Ehlers-Danlos Syndrome), Am. J. Dis. Child. 51:1403 (June) 1936. 

6. Peters, E. E.: The Spinal Fuid in Erb’s Syphilitic Spinal Spastic Para- 
plegia, Am. J. Syph., Gonor. & Ven. Dis. (Jan.) 1941. 
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Fetty’s SyNnproMe. Chronic deforming arthritis with splenomegaly, lymph 
adenopathy, leukopenia, cutaneous pigmentation and dusky nodules.’ 

Forpyce’s Disease. Pseudocolloid of the lips. 

Fox-Forpyce Disease. Chronic itching papular eruption of the axilla and 
pubes. 

Francis’ Disease. Tularemia. 

Frey’s SyNprome. Auriculotemporal nerve syndrome. Increased secretion of 
the parotid gland with homolateral hyperhidrosis in the distribution of the 
auriculotemporal nerve.® 

GAUCHER’S DisEASE. Large cell splenomegaly, cerebroside histiocytosis. 

Gitcurist’s Disease. Brazilian blastomycosis. 

GRONBLAD-STRANDBERG SYNDROME. Angioid streaks of the retina, associated 
with pseudoxanthoma elasticum.® 

GOUGEROT AND BLuM Disease. Pigmented purpuric lichenoid dermatitis. 

Gutw’s Disease. Atrophy of thyroid gland with myxedema. 


~HABERMAN’sS DisEAsE. Pityriasis lichenoides et varioliformis acuta. 


HaiLey AND Harvey Disease. Chronic benign familial pemphigus; recurrent 
herpetiform dermatitis repens; bullous Darier’s disease; dyskeratosis bullosa 
hereditaria. 

HALLOPEAU’S ACRODERMATITIS. Acrodermatitis continua, dermatitis repens. 

HALLOPEAU-LEREDDE ADENOMA SEBACEUM. 

HANb-ScCHULLER-CHBRISTIAN DISEASE. Christian-Schiiller disease; systemic 
reticuloendothelial granuloma. 

HANSEN’s DisEAse. Leprosy; Leontiasis; spedalskhed; Aussatz. 

HAXTHAUSEN’S DisEASE. Keratoderma climactericum. 

Hesra’s PITYRIASIS RUBRA. 

HeENocnH’s Purpura. Purpura abdominalis. 

Heerrorpt’s Disease. Uveoparotitis; Uveoparotid fever. 

HopcGkIn’s Disease. Malignant lymphogranulomatosis. 

Hopr’s ACROKERATOSIS VERRUCIFORMIS. A hereditary condition characterized 
by verrucous lesions resembling those of epidermodysplasia verruciformis, 
occurring on the dorsa of the hands and feet with some involvement of the 
palms and flexor surfaces of the fingers, wrists and forearms but never 
occurring on the face. Histologically, the disease may be differentiated from 
epidermodysplasia verruciformis by the absence of basket-weave appearance 
of the stratum corneum.?° 

Hunt’s SyNnpRoME. Herpes zoster involving the geniculate ganglion, charac- 
terized by auricular and facial palsy, pain, vertigo and tinnitus with vesicles 
on the external ear.!1 


7. Felty, A. R.: Chronic Arthritis in the Adult, Associated with Splenomegaly 


and Leucopenia: A Report of Five Cases of an Unusual Clinical Syndrome, Bull. 
Johns Hopkins Hosp. 35:16 (Jan.) 1924. 


192 


8. Frey, L.: Le syndrome du nerf auriculo-temporal, Rev. neurol. 2:97 (Aug.) 


3. 
9. Gronblad, E.: Angioid Streaks—Pseudoxanthoma Elasticum, Acta ophth. 


7:329, 1929. 


10. Loveman, A. B., and Graham, P. V.: Acrokeratosis Verruciformis (Hopf), 


Arch. Dermat. & Syph. 43:971 (June) 1941. 


11. Hill, F. T.: Herpes Zoster Oticus: Report of Three Cases, Ann. Otol., 


Rhin. & Laryng. 45:666 (Sept.) 1936. 





HAEBERLIN-GARRARD—DERMATOLOGIC EPONYMS 699 


Hutcuinson’s Lupus Pernio. Lupus erythematosis resembling chilblains. 

HutcuHInson’s MELANoTIC WHITLOW. Malignant melanoma arising under the 
nail. 

HutTcHINsoN’s SYNDROME. Hutchinson’s triad (a combination of the following 
stigmas of congenital syphilis: interstitial keratitis, peg-shaped, notched 
incisors and nerve deafness 17). 

Hype’s Prurico Nopuraris. Lichen obtusus corneus. 

Jacosr’s PorkILODERMA VASCULARE ATROPHICANS. 

Jacos’s Utcer. Rodent ulcer. 

Jacguet’s ErytHemMa. Napkin dermatitis. 

JADASSOHN’s BLUE NEvus. 

Jutrusserc’s Disease. Pityriasis lichenoides chronica, parapsoriasis en gouttes 
of Brocq (guttate parapsoriasis). 

Kast’s SyNpRoME. The association of hemangiomas with chondromas or 
dyschondroplasia.13 

Kaposi's MULTIPLE IDIOPATHIC HEMORRHAGIC SARCOMA. 

Kaposi's VARICELLIFORM ErupTION. Herpes simplex superimposed on chronic 
eczema.!4 

KREIBICH’S EXUDATIVE NEURODERMATITIS. 

Kyrwe’s Disease. MHyperkeratosis follicularis et parafollicularis in cutem 
penetrans. 

Lerner’s Disease. Erythroderma desquamativa, universal dermatitis of children 
at the breast. 

LETTERER-SIWE Disease. Lipidosis or granuloma of the reticuloendothelial 
system, with petechial exanthem and purpura but without cutaneous 
xanthoma.!® 

LEWANDOWSKY-Lutz Disease. Epidermodysplasia verruciformis. 

LEWANDOWSKY’S ROSACEA-LIKE TUBERCULID. 

LIBMAN-SACKS SYNDROME. A variety of acute lupus erythematosus disseminatus. 

LipscHUtz’ Disease. Ulcus vulvae acutum. 

LuBaArRSCH-PicK SyNDROME. Atypical amyloidosis with macroglossia.!® 

MarrFucci’s SynprRoME. Dyschondroplasia asseciated with hemangiomas.1? 

Mayjoccui’s DiseAse. Purpura annularis telangiectodes. 

Majoccui’s GRANULOMA. A kerion type, superficial fungous infection. 

Meice’s Disease. Milroy’s disease. 


12. Cole, H. N.: Congenital and Prenatal Syphilis, J. A. M. A. 109:580 (Aug. 
21) 1937. 

13. Carleton, A., and Robb-Smith, A. H. T.: Kast’s Syndrome (Multiple 
Hemangiomata Associated with Chondromata or Ollier’s Dyschondroplasia), Brit. 
J. Dermat. 51:91 (Feb.) 1939. 

14. Lynch, F. W., and Steves, R. J.: Kaposi’s Varicelliform Eruption, Arch. 
Dermat. & Syph. 55:327 (March) 1947. 

15. Wallgren, A.: Systemic Reticuloendothelial Granuloma, Non-Lipoid Reticu- 
loendotheliosis and Schiiller-Christian Disease, Am. J. Dis. Child. 60:471 (Sept.) 
1940. 

16. Bernard, W. G.; Smith, F. B., and Woodhouse, J. L.: Atypical Amyloidosis 
with Macroglossia, J. Path. & Bact. 47:311 (Sept.) 1938. 

17. Carleton, A.; Elkington, J. St. C.; Greenfield, J. G., and Robb-Smith, A. 
H. T.: Maffucci’s Syndrome (Dyschondroplasia with Haemangeiomata), Quart. 
J. Med. 11:203 (Oct.) 1942. 
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MELeny’s Utcer. An acute, undermining and burrowing streptococcic infection 
of the skin and the subcutaneous tissues.1® 

MIBELLI’s ANGIOKERATOMA. 

MisELLi'’s Disease. Porokeratosis. 

Miuian’s EryTHeMA. Ninth day erythema. 

Mirroy’s Disease. Tropholymphedema; chronic hereditary trophedema; hered- 
itary edema of the legs; Meige’s disease; familial hereditary edema. 

Moe .ter’s Gtossitis. Chronic superficial. excoriations of the tongue; chronic 
glossitis. 

—Morvan’s Disease. Syringomyelia. 

NEUMANN’S Disease. Pemphigus vegetans. 

NicoLas-FAvrE-DuRAND Disease. Lymphogranuloma venereum. 

NIEMANN-Pick DisEaseE. Lipid histiocytosis. 

~ OSLER-RENDU-WEBER SyNbROME. Hereditary hemorrhagic telangiectasia. 

Pacet’s Disease. Eczema epitheliomatosum. 

ParKs-WEBER SYNDROME. Hemangiectatic hypertrophy of the limb (hyper- 
trophy of an entire extremity due to congenital ectasia of the blood vessels). 
Superficial hemangiomatous elements with verrucous lesions, pigmentations 
and ulceration may be present.19 

PAUTRIER-WORINGER SYNDROME. Lipomelanotic reticulosis. 

PLUMMER-VINSON SYNDROME. Dysphagia due to chronic glossitis, cheilitis and 
pharyngitis, with hypochromic anemia and koilonychia.?° 

PRINGLE’S ADENOMA SEBACEUM. 

Queyrat’s ERYTHROPLASIA. 

Quincke’s Disease. Angioneurotic edema. 

Quringuap’s Disease. Folliculitis decalvans. 

RayNaup’s Disease. Symmetric gangrene of the extremities. 

ReEITeEr’s SYNDROME. Arthritis, urethritis and conjunctivitis, not due to the 
gonococcus, sometimes associated with keratosis blennorrhagia.?! 

Romperc’s Disease. Progressive hemiatrophy of the face. An atrophic process 
involving the skin, subcutaneous tissues and bone, in the distribution of the 
fifth cranial nerve. The disease usually occurs in the second decade of life.”* 

ROTHMUND’S SYNDROME.?® 

SaviIL_’s Disease. Epidemic exfoliative dermatitis, a form of exfoliative derma- 
titis which occurred in epidemics among the older inhabitants of asylums 
and infirmaries in London, England.?* 


18. Meleny, F. L.: Hemolytic Streptococcus Gangrene, Arch. Surg. 9:317 
(Sept.) 1924. 

19. Weber, F. P.: Hzmangiectatic Hypertrophy of Limbs, Congenital Phlebar- 
teriectasia and So-Called Congenital Varicose Veins, Brit. J. Child. Dis. 15:13 
(Jan.) 1918. Pautrier, L. M., and Ullmo, A: L’hémangiectasie hypertrophique de 
Parkes-Weber, Ann. de dermat. et syph. 10:1195 (Nov.) 1929. 

20. Anderson, N. D.: Syndrome of Spoon Nails, Anemia, Cheilitis and Dys- 
phagia, Arch. Dermat. & Syph. 37:816 (May) 1938. 

21. Storm-Mathisen, A.: Cutaneous Tests for Reiter’s Disease: A Preliminary 
Report, Acta dermat.-venereol. 26:547 (May) 1946. 

22. Archambault, L., and Fromm, M. K.: Progressive Facial Hemiatrophy : 
Report of Three Cases, Arch. Neurol. & Psychiat. 27:529 (March) 1932. 

23. Ormsby, O. S., and Montgomery, H.: Diseases of the Skin, ed 7, Phila- 
delphia. Lea & Febiger, 1948, p. 665. 

24. Savill, T.: On an Epidemic Skin Disease, Brit. M. J. 2:1197 (Dec. 6) 1891. 
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SCHAMBERG’S DisEASE. Progressive pigmentary dermatosis. 

SCHAUMANN’s Disease. Lymphogranulomatosis benigna, a generalized form 
of sarcoidosis with lesions characteristically on the skin, in the bones and 
in various organs, including the lungs, liver, spleen and uveal tract.?5 

SCHONLEIN’S Purpura. Purpura rheumatica; idiopathic nonthrombopenic 
purpura. 

SCHWENINGER-Buzzr1 Disease. Multiple benign tumor-like lesions of the skin. 

SENEAR-USHER SYNDROME. Pemphigus erythematodes. 

SyOGREN’s SyNpDROME. An association of keratoconjunctivitis sicca, xerostomia, 
rhinitis sicca and laryngitis sicca, in which the skin may show dryness, 
blueness as in Raynaud’s disease, telangiectasis of the lips and finger tips, 
scleroderma-like changes and: alopecia.?® 

SprecLer-FENDT SARcomw. This entity is considered a lymphoblastoma. It 
occurs in a localized form, resembling Boeck’s sarcoid, and in a disseminated 
form, with lesions clinically resembling the Darier-Roussy type.*7 

St. AntHoNy’s Fire. Erysipelas. 

STEVENS-JOHNSON SYNDROME. A severe form of erythema multiforme, char- 
acterized by erosive lesions of the orificial mucous membranes, including those 
of the mouth, conjunctiva and genitalia, with fever, prostration and some- 
times multiform lesions on the glabrous skin.?® 

STRYKER-HALBEISON SYNDROME. Erythroderma with macrocytic anemia. 

StrLL-CHAUFFARD Disease. Arthritis of the cervical portion of the spine, with 
anemia, leukopenia, splenomegaly, enlargement of the lymph nodes and 
cutaneous pigmentations, especially on the cheeks.?° 

SULZBERGER AND GARBE Disease. Exudative, discoid and lichenoid chronic 
dermatitis. 

Sutton’s Disease. Periadenitis mucosa necrotica recurrens; chronic aphthous 
stomatitis. 

Swirt’s Disease. Acrodynia; erythredema polyneuropathy. 

SymmMer’s Disease. Brill-Symmer disease; giant follicular lymphoblastoma. 

THIBIERGE-WEISSENBACH SYNDROME. The occurrence of calcinosis cutis cir- 
cumscripta with scleroderma.®° 

Unwna-SANTI-Po.iitzer Disease. Parakeratosis variegata. 

Viwat’s Disease. Lichen chronicus simplex ; neurodermatitis. 

Vincent's INFEcTION. Trench mouth. 


25. Michelson, H. E.: Uveoparotitis: A Sarcoid Reaction, Arch. Dermat. & 
Syph. 30:329 (Feb.) 1939. 

26. Weber, F. P.: Sjégren’s Syndrome, Especially Its Non-Ocular Features, 
Brit. J. Ophth. 29:299 (June) 1945. 

27. Lewis, G. M.: Is Spiegler-Fendt Sarcoid a Clinical or -Histologic Entity? 
Arch. Dermat. & Syph. 31:67 (Jan.) 1935. 

28. Klauder, J. V.: Ectodermosis Erosiva Pluriorificialis: Its Resemblance to 
the Human Form of Foot and Mouth Disease and Its Relation to Erythema Exsu- 
dativum Multiforme, Arch. Dermat. & Syph. 36:1067 (Nov.) 1937. 

29. Singer, H. A., and Levy, H. A.: Relationship of Felty’s and Allied Syn- 
dromes to Sepsis Lenta, Arch. Int. Med. 57:576 (March) 1936. 

30. Brody, J., and Bellin, D. E.: Calcinosis with Scleroderma, Arch. Dermat. 
& Syph. 36:85 (July) 1937. 














702 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Voct-Koyanaci SyNnproME. Bilateral uveitis, premature alopecia and grayin 
of the hair and symmetric vitiligo, especially of the extremities, wit! 
dysacousia.?! 

VOLKMANN’s Disease. Apostematous cheilitis glandularis. 

RECKLINGHAUSEN’S DISEASE. Neurofibromatosis. 

W ATERHOUSE-FRIDERICHSEN SYNDROME. Fulminating meningococcic septicemia, 
vascular collapse and widespread purpuric lesions of the skin.3? 

WEBER-CHRISTIAN SYNDROME. Relapsing febrile nodular nonsuppurative pan 
niculitis. 

WeEBER-COCKAYNE SYNDROME. A form of epidermolysis bullosa, localized to 
the hands and feet.3* 

WEBER-STURGE SYNDROME. Brushfield-Wyatt Syndrome. Nevus flammeus, 
contralateral hemiparesis, epilepsy and calciferous shadows in the cerebral 
cortex on roentgenologic examination.®4 

WERNER’S SYNDROME. Scleroderma, poikiloderma, bilateral juvenile cataracts, 
pluriglandular dysfunction and precocious graying of the hair.*® 

WERLHOF’s PurpurA. Thrombopenic purpura. 

Witson-Brocg DERMATITIS EXFOLIATIVA. 


55 East Washington Street (3). 
541 Lincoln Road. 
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35. Sulzberger, M. B.: Dyshormonal Dermatosis (Werner’s Syndrome), Arch. 
Dermat. & Syph. 36:1257 (Dec.) 1937. 


RECENT OBSERVATIONS ON GRANULOMA INGUINALE, WITH 
REPORT ON STREPTOMYCIN THERAPY 


CALVIN H. CHEN, M.D. 
ROBERT B. GREENBLATT, M.D. 
AND 
ROBERT B. DIENST, Ph.D. 
AUGUSTA, GA. 


N RECENT years decided advances have been made in various 
aspects of the study of granuloma inguinale, such as in diagnosis,’ 
cultivation of the etiologic agent,? experimental reproduction of the 
disease ‘* and treatment.* One hundred patients * with laboratory-proved 


Aided by a research grant from the United States Public Health Service. 

From the University of Georgia School of Medicine. 

1. (a) Greenblatt, R. B.; Dienst, R. B.; Pund, E. R., and Torpin, R.: 
Experimental and Clinical Granuloma Inguinale, J. A. M. A. 111:1109-1115 
(Sept. 16) 1939. (b) Anderson, K.; Goodpasture, E. W., and DeMonbreun, 
W. A.: Immunologic Relationship of Donovani Granulomatis to Granuloma 
Inguinale, J. Exper. Med. 81:41-50 (Jan.) 1945. (c) Packer, H.; Turner, H. B., 
and Dulaney, A. D.: Granuloma Inguinale of the Vagina and Cervix Uteri with 
Bone Metastases, J. A. M. A. 136:327-329 (Jan. 31) 1948. (d) Dienst, R. B.; 
Greenblatt, R. B., and Chen, C. H.: Laboratory Diagnosis of Granuloma Inguinale 
and Studies on the Cultivation of the Donovan Body, Am. J. Syph., Gonor. & 
Ven. Dis., to be published. (e) Chen, C. H.; Dienst, R. B., and Greenblatt, R. B.: 
Skin Reaction of Patients to Donovani Granulomatis Antigen, to be published. 

2. Anderson, K.: The Cultivation from Granuloma of a Micro-Organism 
Having the Characteristics of Donovan Bodies in the Yolk Sac of Chick Embryos, 
Science 97:560-561 (Jan. 18) 1943. Beveridge, W. I. B.: Action of Antimony 
and Some Other Bacteriostatic Substances on Donovania Granulomatis Isolated 
in Chick Embryo, J. Immunol. 53:215-223 (July) 1946. Dienst, R. B.; Rein- 
stein, C. R.; Kupperman, H. S., and Greenblatt, R. B.: Studies on the Causal 
Agent of Granuloma Inguinale, Am. J. Syph., Gonor. & Ven. Dis. 31:614-617 
(Nov.) 1947. 

3. (a) Greenblatt, R. B.; Kupperman, H. S., and Dienst, R. B.: Strepto- 
mycin in the Therapy of Granuloma Inguinale, Proc. Soc. Exper. Biol. & 
Med. 64:389-390 (April) 1947. (b) Greenblatt, R. B.; Dienst, R. B.; Kupper- 
man, H. S., and Reinstein, C. R.: Granuloma Inguinale: Streptomycin Therapy 
and Research, J. Ven. Dis. Inform. 28:183-188 (Sept.) 1947. (c) Kupperman, 
H. S.; Greenblatt, R. B., and Dienst, R. B.: Streptomycin in the Therapy of 
Granuloma Inguinale, J. A. M. A. 136:84-89 (Jan. 10) 1948. 

4. Since this article was submitted for publication 42 additional patients have 
been treated with streptomycin, and the patients comprising the total series of 142 
cases have now been under observation for one to three years after treatment. 


(Footnote continued on next page) 
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cases of granuloma inguinale who have been treated at the Universit 
of Georgia during the past twenty months formed the basis of this 
study. 

The patients comprising this group were all Negroes. Their age: 
ranged from 18 to 70 years, and most of them were in the 20 to 40 
year age groups. Sixty-five of them were men and 35, women (fig. 1). 
Though most of them had been previously treated with antimoniai 
substances, one third of them had not had any form of treatment. 


LESIONS 


As a rule patients gave a history of having had a nodule which 
had developed on the genitalia or elsewhere. This nodule had gradually 
softened, with the accumulation of purulent material. Later, the skin 
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Fig. 1—Distribution by sex in age groups. 


surface had excoriated and an ulcerative process set in. In more chronic 
cases papillated vegetations and elephantiasis were commonly seen. 
While most patients presented the classic picture of a friable, “beefy 
red,” ulcerogranulomatous lesion, about 15 per cent of the patients had 
lesions resembling a wide variety of either venereal (e. g., chancroid, 
lymphogranuloma venereum, syphilis) or nonvenereal (e. g., cancer, 
condyloma acuminatum) diseases. As a matter of fact, in a series of 95 
referred patients who had been given a diagnosis or even treated as having 
had granuloma inguinale for months, only 66 (70 per cent) actually had 


In all, there has been a failure rate of about 10 per cent. Five of the patients 
for whom treatment failed proved recalcitrant to further streptomycin therapy. 
It is of interest to note that these 5 streptomycin-resistant patients were healed 
after the oral administration of aureomycin, the amounts varying from 25 to 70 
Gm. in doses of 500 mg. every six hours. 
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the disease, the rest having the following disorders: squamous cell carci- 
noma, 6; chancroid, 6; lymphogranuloma venereum, 11; condyloma 
acuminatum, 3; pyogenic granuloma, 2, and syphilis, 1. 

The most frequent sites of the lesions, in our series, were on the 
genital organs. These included the prepuce, the frenum, the glans 
penis, the shaft of the penis and the scrotum, in the male; the labium 
majus or minus, the clitoris, the fourchet, the vestibule, the vagina, the 
cervix and the uterus, in the female, and pubic and perineal regions, 
in both. Inguinal lesions ranked second. The adductor region of the 
thigh, which may be designated as the perigenital zone, and the peri- 
anal region were also commonly involved through direct extension and 
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Fig. 2.—Distribution of sites of lesions. 


contact with other lesions. Nevertheless, there were 2 patients with 
perianal lesions alone. Extragenital lesions, either concurrent or inde- 
pendent, were least common. They occurred in 7 per cent with involve- 
ment of almost any part of the body, such as the tongue, lip, gum, 
palate, postauricular region, neck, trunk, abdomen, buttock, finger and 
leg. The size of the lesion also varied a great deal, ranging from 
1 to 300 sq. cm. in the lesions measured. Except in very chronic 
cases, it seemed to be proportional to the duration of the disease (fig. 2). 

It was not infrequent to find other diseases associated with granu- 
loma inguinale. Fusospirochetosis was by far the commonest. It 
occurred in 21 per cent of all cases. Other venereal diseases, such as 
chancroid, lymphogranuloma venereum, syphilis and gonorrhea, were 
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found to coexist. In 1 patient all major and minor venereal diseases 
were present, with the possible exception of chancroid. In addition, 
fusospirochetosis was superimposed on his granulomatous lesions. 










METHOD OF ESTABLISHING DIAGNOSIS 






Direct tissue smear examination was routinely employed in our studies. Before 
the smear was taken, the most typical area, i. e., the most reddish-looking and 
friable area, was chosen and cleaned well with a cotton applicator. A small piece 
of the granulomatous tissue, about 2 cu. mm. and not larger, was nipped off with 
the corners of two slides and firmly pressed with a grinding motion between 
the slides until a thin smear was obtained. Then the slides were pulled apart 
by sliding sidewise one from the other. In this way two smears were made 
After they had been allowed to dry they were stained with a. modification of 
Wright’s stain *® for one and one-half minutes; then an equal quantity of distilled 
water was added and staining continued for another three or four minutes. When 
unruptured inguinal pseudobuboes were found, smears were made from the 
aspirated pus. 











With an oil immersion lens a search was made for the typical Donovan bodies 
in the cytoplasm of monocytes. If this procedure had been followed without 
finding the Donovan body and the clinical picture was highly suggestive of 
granuloma inguinale, repeated smears were taken on successive days for three 
or four days. Meanwhile, the superficial secondary contaminants, such as fusi- 
form bacilli and spirochetes or other bacteria, were eliminated as far as possible 
with the use of penicillin or sulfonamide drugs, as was indicated. On more than 
one occasion, Donovan bodies were found after such preliminary treatment. 












In rare cases (three in our series) in which Donovan bodies could not be 
found in original tissue smears, a specimen was removed for biopsy, and tissue 
smears and sections from this material revealed typical intramonocytic organisms. 
Biopsy of tissue also served to determine the possibility of other diseases, such 
as cancer and syphilis. No patient was included in this series unless diagnosis 
was established by demonstration of Donovan bodies, either in tissue smears 
or in biopsy specimens. 









TREATMENT 

Since it was our purpose to determine the effectiveness of streptomycin, other 
medication which might effect the Donovan body, whether general or topical, was 
not used. Fusospirochetosis, if present, was first treated with one or two injec- 
tions of 300,000 units of penicillin in oil and wax (U. S. P.) intramuscularly. 
Then streptomycin was given in six equally divided doses at four hour 
intervals by the intramuscular route. The first 32 patients received a daily 
dose of 0.3 to 2.0 Gm. for from six to sixty-two days, with an average of twenty- 
two days. Since the period of treatment was too prolonged and since there had 
been frequent recurrences, the dosage was later increased to 4 Gm. a day for five 
days, with a total dose of 20 Gm. For patients with very extensive lesions the 
dose was advisedly increased up to 40 Gm., but not more (table 1). In all 
instances the amount of streptomycin to be given at each injection was dissolved 
in 2 cc. of distilled water containing a small amount of procaine hydrochloride, 
the latter being used to alleviate local irritation and pain. 
















4a. Formula: methanol (free from acetone), 485 cc.; glycerin, 15 cc., and 
Wright’s stain (powder form), 1 Gm. 
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Streptomycin suppositories given at three hour intervals were tried on 4 
patients. The first 2 @atients, with both genital and inguinal lesions, were given 
rectal suppositories with a daily dose of 4 Gm. for nine days, plus 8 Gm. for 
seven days for one and 4 Gm. for ten days for the other. The next 2 patients, 
1 with a lesion at the introitus vaginae and the other with a lesion on the lower 
abdomen wall, were each given 4 Gm. daily for five days per vagina. Dibucaine 
hydrochloride (nupercaine hydrochloride®) ointment was used in the patient with 
the vaginal lesion ten minutes before each insertion of the vaginal suppository, 
to prevent burning pain due to the suppository. 


TOXIC MANIFESTATIONS 


Of all patients treated with streptomycin pruritus developed in 3 
and burning sensations in the eye in 1. These conditions were readiiy 
controlled by the administration of diphenhydramine hydrochloride 
(benadryl hydrochloride®) or temporary suspension of streptomycin. 
However, a fifth patient had, in addition to pruritus, a generalized 


TABLE 1.—Dosage and Results 








Total Number of Patients Treated, 100 (Male, 65; Female, 35) 
Dosage * 
—— 





Pn ti ee ae et 
2 Gm. or Less 
per Day 4 Gm. 4 Gm. Results 
for Average of per Day per Day ———_-—_—-——- sr —_nr 
22 Days for 5 Days for610Days Successful Recurrence Failure 
32 nd za 24 6 2 
(75%) (19%) (6%) 
57 4 0 
(93%) (7%) (0% 
0 


7 0 
(100%) (0%) (0%) 





* All doses were given intramuscularly. 


urticarial and a circumoral vesicular eruption. He did not respond 
to the antihistaminic drug, and treatment with streptomycin had to be 
discontinued. Five months later he came back with a recurrent lesion 
and was retreated with the 4 Gm. per day schedule. This time only 
generalized urticaria appeared, and with diphenhydramine hydrochloride 
he was able to take a seven and one-half day (30 Gm.) treatment with- 
out further difficulty. 

Transient mild pyrexia, unnoticed by patients themselves, starting 
on the second and subsiding on the third or fourth day, was observed 
in almost everyone treated with the 4 Gm. per day schedule. Involve- 
ment of the eighth nerve, on the other hand, was not encountered in 


our series. 
RESULTS 


During the first period, when patients were receiving a daily dose 


of 2 Gm. or less, the response was good but rather slow. Donovan 
bodies often persisted up to ten days, and lesions took many weeks to 
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heal. Two patients failed to respond to 1 Gm. per day for twenty-eight 
days and 2 Gm. per day for thirty days, respectivV@ly (table 2). But 
with the 4 Gm. per day dosage, signs of improvement were usually) 
noticed as early as twenty-four hours after the beginning of treatment. 
The feeling of soreness was distinctly alleviated; lesions became drier 
and cleaner, and healthy granulation tissue began to appear; smears 
taken at this time showed some degree of disintegration of Donovan 
bodies, with slight decrease in their number. After forty-eight hours, 


amelioration of symptoms was usually obtained, and Donovan bodies 
showed further disintegration and decrease in number. 
cases complete disappearance of Donovan bodies and beginning of 
epithelization were seen at the end of the third or fourth day and 
complete healing at the end of the fifth or sixth day. 


In favorable 


However, in 


TABLE 2.—Recurrences and Failures 











Number of Patients, 12 (Male, 10; Female, 2) 
Dosage for Retreatment 
4.0 Gm./day for 10 days (40.0 Gm.) 





Results 
Healed 


Original Dosage 


0.3 Gm./day 
0.3 Gm./day 
0.3 Gm./day 
4.0 Gm./day 
v.6 Gm./day 
1.0 Gm./day 
4.0 Gm./day 
1.0 Gm./day 


2.0 Gm./day 


for 11 days ( 3.3 Gm.) 
for 12 days ( 3.6 Gm.) 
for 35 days (10.5 Gm.) 
for 5 days (20.0 Gm.) 
for 11 days ( 6.6 Gm.) 
for 13 days (13.0 Gm.) 
for 5 days (20.0 Gm.) 
for 28 days (28.0 Gm.) 


for 30 days (60.0 Gm.) 


4,0 Gm./day 
4.0 Gm./day 
4.0 Gm./day 
4.0 Gm./day 
4.0 Gm./day 
4.0 Gm./day 
1.5 Gm./day 
4.0 Gm./day 
4.0 Gm./day 


for 7% days (30.0 Gm.) 
for 6 days (20.0 Gm.) 
for 10 days (40.0 Gm.) 
for 7% days (30.0 Gm.) 
for 10 days (40.0 Gm.) 
for 10 days (40.0 Gm.) 
for 41 days (61.5 Gm.) 
for 10 days (40.0 Gm.) 
for 10 days (40.0 Gm.) 


Healed 
Healed 
Healed 
Healing 
Healing 
Healing 


Failure 
Failure 


To be re-treated 
To be re-treated 
Patient died of recurrence (?) untreated 


1.0 Gm./day for 44 days (44.0 Gm.) 
4.0 Gm./day for 5 days (20.0 Gm.) 
4.0 Gm./day for 5 days (20.0 Gm.) 





most cases Donovan bodies disappeared at the end of a five day course 
of streptomycin and complete healing, with scar formation, occurred in 
one to two weeks. In cases with more extensive lesions or in those in 
which the lesions remained moist or in apposition to other body sur- 
faces, complete healing was sometimes delayed for from two to three 
months, in spite of the fact that Donovan bodies had disappeared within | 
the usual time interval. 

In those patients treated with rectal suppositories no improvement 
was felt or observed at all. The patient who received vaginal sup- 
positories for her vaginal lesions, however, did have complete surface 
healing, with smears free from Donovan bodies after two weeks, an 
area of slight induration and discoloration being left. The second 
patient receiving vaginal suppositories for her abdominal lesion also 
had some improvement, with surface healing, but the area was still 
indurated and elevated. Smears taken at the end of treatment were 
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positive for Donovan bodies ; however, at the end of six weeks healing 


was complete. 
FOLLOW-UP STUDIES 

All patients, after dismissal, were asked to return regularly for 
rechecks at least every two months and in special cases as often as 
every week. To date, about 80 per cent of our patients have been 
followed in this manner fur from six to twenty months, over half of 
them having been followed for more than one year. During this period 
10 patients have returned with a recurrent lesion, 6 from the group 
treated with 2 Gm. or less per day and 4 from the group treated with 
4 Gm. per day for five days. There have been no recurrences in those 
treated with 4 Gm. per day for from six to ten days (table 1). It must 
be added that all recurrences up to now have occurred within four 
months after the completion of therapy. 

Seven of the patients with recurrences have been re-treated with the 
4 Gm. per day schedule for from five to ten days, with complete healing 
in each case. Two patients have not been re-treated. One patient, who 
failed to return, died several months later with what may be accepted 
as having been a recurrence. His relative said that he was “eaten away 
with sores all over his front and back.” 

The 2 patients who represented primary failures were re-treated 
with 4 Gm. per day for ten days, without success. They were then 
given antimonial substances. The first one received 3 cc. of anthioma- 
line® (antimony and lithium thiomalate), equivalent to 30 mg. of 
antimony, intramuscularly three times a week for one and one-half 
months, with the result that all lesions were healed before she was dis- 
charged from the hospital. Injections are being continued once a 
week for another six months to prevent a recurrence. The second 
received similar therapy for one month, but no response was obtained. 
Because stilbamidine® (4,4’-stilbenedicarboxamidine) proved so effec- 
tive in treatment of leishmaniasis,° the last-mentioned patient was given 
a trial course of this drug, consisting of fifteen doses of 150 mg. each 
in 10 cc. of isotonic solution of sodium chloride, injected intravenously 
every other day. This treatment proved ineffective. Since the patient 
had a decidedly exuberant form of lesion, local applications of 25 per 
cent of resin of podophyllum N. F. in compound benzoin tincture 
U. S. P. were made three times a week for three weeks. The result 
was very good then, and all the excessive granulation tissue regressed. 
Injections of anthiomaline® were resumed, and roentgen therapy was 
given one week after treatment with resin of podophyllum was started. 
The dosage of roentgen radiation was 200 and 90 r on the first and 


5. Adams, A. R. D., and Yroke, W.: Studies in Chemotherapy: XXXIII. 
A Case of Indian Kala-Azar Treated with 4:4’ Diamidine Stilbene, Ann. Trop. 
Med. 33:323-326 (Dec.) 1939. 
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second days, respectively, and again 95 r per day for two days one 
month later. Within three months his lesions were completely healed, 
with scar formation. It must be added that, on account of the severe 
burning pain which usually follows the application of resin of podo- 
phyllum, its use is not indicated on very extensive lesions and lesions 
on more sensitive parts of the genitalia. 


Both patients treated with rectal suppositories were immediately 
given a regular course of streptomycin, to which they responded readily. 
The patient treated with vaginal suppositories for her vaginal lesion 
had a recurrence one month later. <A five day course of treatment 
cleared her lesion completely. All these 3 patients have been included 
in the group treated with 4 Gm. per day for five days. The lesion of 
the second patient treated with vaginal suppositories remains healed, 
and she is still under observation. 


COMMENT 


Granuloma inguinale, according to our observations, may be most 
appropriately defined as a chronic infectious disease of doubtful trans- 
mission caused by the so-called Donovan bodies and characterized by 
a slowly growing granulomatous process, usually affecting the genital 
organs, the inguinal and perianal regions and occasionally other parts 
of the body. It occurs chiefly in warm climates and among Negroes. 
(In this series all were Negroes; however, we have encountered 3 
white patients with granuloma inguinale.) However, cases have been 
reported from almost every part of the world, and no race is exempt.® 


Contrary to the old general belief that granuloma inguinale primarily 
involved the inguinal region—hence the name—we found that genital 
lesions greatly outnumbered inguinal ones. In all our cases the num- 
ber of lesions in the genital zone was 81, as compared with 36 in the 
inguinal region. (This is a fact that has been recognized by many 
investigators.’) Moreover, we have observed that in most cases with 
inguinal lesions there had been antecedent lesions on the genitalia. 
With regard to extragenital lesions, they may occur on any part of 
the body. Therefore, this disease is by no means limited to the inguinal 
region, nor is it most frequently found in that region. 


6. Harris, R.: Granuloma Venereum: General Discussion with Report of 
a Case of Laryngeal Involvement, Laryngoscope 40:707-737 (Oct.) 1930. 

7. Harris. Fox, H.: Granuloma Inguinale: Its Occurrence in the United 
States, J. A. M. A. 87:1785-1789 (Nov. 27) 1926. Lewis, S. J.: Granuloma 
Inguinale with Special Reference to Its Occurrence in the White Race, South. M. J. 
25:836-840 (Aug.) 1932. Cole, H. N.: Venereal Diseases with Particular Reference 
to Granuloma Inguinale and Lymphogranuloma Inguinale, Pennsylvania M. J. 109: 
580-585 (July) 1937. D’Aunoy, R., and von Haam, E.: Granuloma Inguinale. 
Am. J. Trop. Med. 17:747-763 (Sept.) 1937. 
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The spread of lesions was usually by continuity and contiguity. 
However, lymphatic spread was necessarily common also, as there were 
many cases in which genital lesions were followed by or accompanied 
with inguinal lesions. In patients with both extragenital and genital 
lesions, the possibility of spread by a hematogenous route has been 
considered. Several attempts to culture Donovan bodies from the 
blood and bone marrow of such patients have been made but were 
unsuccessful. Recently Packer, Turner and Dulaney ** have demon- 
strated organisms having the morphologic features of Donovan bodies 
in the blood of a patient who had systemic infection, with metastases 
to bone. 

Experimental inoculations by ordinary scratch method with granu- 
loma tissue on several volunteers all met with failure. It was there- 
fore decided to make repeated scratch inoculations on 1 patient. An 
area on the anterior aspect of his thigh was chosen and scratched to 
gentle bleeding every day. Immediately a piece of fresh granuloma 
tissue was rubbed onto that area each time and then kept in constant 
contact with the abraded skin by adhesive plaster. This procedure 
was continued for thirty-one consecutive days, and finally there was 
not the slightest sign of “take” observable grossly or microscopically. 
Hence it is very doubtful whether granuloma inguinale could develop 
on normal or simply abraded skin. Other factors must come into play 
also. Whether or not this is true with regard to mucous membranes 
is to be determined. Suggestions have been made that lesions of 
granuloma are usually superimposed on other lesions, like chancroid 
or lymphogranuloma venereum. Although we have not done any experi- 
ment along this line, we have been greatly impressed by the fact that 
a majority of our patients had positive reactions to either the Ducrey or 
the Frei test, or both, as we routinely tested them. 

The diagnosis of granuloma inguinale by laboratory method is the 
simplest and most accurate of the venereal diseases. A positive diagnosis 
can usually be established within a few minutes. The entire procedure 
consists of making tissue smears from the lesion, staining these with 
Wright’s stain and examining them under the oil immersion lens for the 
typical intramonocytic Donovan bodies. However, a proper technic is of 
paramount importance. A smear taken from a poorly selected area or a 
smear that is improperly prepared may often give rise to a false nega- 
tive result. Experience has taught us that the procedures as briefly 
outlined previously are most convenient and satisfactory. Thorough 
cleaning of lesions before the taking of smears and the suppression of 
secondary contaminants by means of drugs are helpful in that the 
presence of necrotic debris and numerous bacteria hinders the finding 
of Donovan bodies. Too thick a tissue smear leads to a similar diffi- 
culty. The modification of the ordinary Wright staining method is 
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recommended for demonstration of the capsular material of the Dono- 
van bodies. Donovan bodies with slightly overstained capsules are 
more readily seen by the examiner. 

It must be stressed that in making an initial diagnosis one should 
depend only on observations of Donovan bodies in the cytoplasm of 
monocytes, because extracellular ones can be confused with other encap- 
sulated organisms, especially the Friedlander bacillus. The presence 
of only extracellular Donovan bodies, however, is an indication for more 
prolonged searching or the making of more smears. 

If one may judge from the data presented in preceding paragraphs 
that many cases of granuloma inguinale resembled those of other dis- 
eases, and vice versa, the importance of having a laboratory diagnosis in 
every case cannot be overemphasized. Laboratory diagnosis should 
be used as a final check in all clinically diagnosed or suspected cases of 
granuloma inguinale. It is only then that one can deal with this dis- 
ease confidently and intelligently. 

The treatment of granuloma inguinale has long been a problem 
taxing the ingenuity of the physician. Many unfortunate victims have 
succumbed to it eventually or have died of intercurrent diseases. The 
socioeconomic consequences of this problem were presented by one 
of us.* But since the demonstration of the specificity of antimonial 
compounds against this disease in 1912,° the situation has become 
more favorable. Success in treatment was reported from different parts 
of the world. However, in our institution, as everywhere, more and more 
recurrences were seen as time went on, even in patients who had been 
treated for a long period. Later, some of these acquired chemore- 
sistance and once again became a public burden. In view of the protracted 
course of treatment required with antimonial substances and the fre- 
quency of recurrence,’® one could not deny that this problem was far 
from being solved satisfactorily. Search for a better form of remedy 
went on. Every new therapeutic agent, such as the sulfonamide drugs,*® 
tyrothricin 7+ and penicillin,!? which was found to have an effect on 
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pathogenic micro-organisms was put on trial. Unfortunately, none of 
them showed any promise toward the eradication of this dreaded malady 
and the salvation of these poor sufferers. 

Then hope for a better remedy for granuloma inguinale revived 
when streptomycin was found to be very effective against a number of 
gram-negative bacteria and fungi which would not yield to any ordinary 
therapeutic agents. In 1946 we started to treat patients with granuloma 
inguinale with streptomycin.** The striking results, as seen clinically 
and microscopically,’ unequivocally put this substance first in the long 
list of drugs and methods of treatment for granuloma inguinale. 

The treatment of granuloma inguinale with streptomycin required 
considerable variations in order for an optimal dosage to be established. 
Accumulated experience has taught us that a daily dose of 2 Gm. or less 
for even as long as an average of twenty-two days was not ideal. We 
had 6 recurrences and 2 ultimate failures among 32 patients thus 
treated. But with the daily dose increased to 4 Gm. the results were 
manifold, in spite of the fact that the period of treatment was cut down 
to less than one-fourth. Therefore, a sufficient daily dose is probably 
of primary importance. Since we have had in mind establishing a 
uniform dosage schedule we have been treating patients with 4 Gm. a 
day for five days for all early and average cases and for from six to 
ten days for very extensive cases, regardless of whether or not smear 
examinations were negative for the Donovan bodies at the end of the 
course. If the patient had not had any improvement with the ten day 
course, he or she was watched for several weeks to months before being 
considered resistant to streptomycin. With this regimen we have 
observed that all those whose smears still showed Donovan bodies at 
the end of a five day course eventually had complete healing without 
additional therapy. A specimen taken for biopsy from the healed scar of 
1 of these patients was found to be free from Donovan bodies. So far, 
for a period of eight months, the lesion remains healed. Since all recur- 
rences in this series have taken place within the first four months this 
patient stands a very good chance of becoming permanently cured. 
Nevertheless, this result should not lead us to think that this dosage 
schedule is as yet standard, because there have been 4 patients in whom 
recurrence was noted in the group treated with the five day course. 
The facc that all patients treated with the six to ten day course have 
not had any recurrence probably means that the course of treatment 
should be increased to ten days, at least in cases in which smears are 
positive at the end of the five day course and in cases with extensive 
lesions. We feel that by giving sufficient daily and total doses it is 
possible for one to reduce recurrence to a minimum. 
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The effect of streptomycin when used in the form of a suppository 
is apparently greatly decreased. Rectal suppositories, even when given in 
a dosage as high as 8 Gm. per day, were ineffective. Vaginal supposi- 
tories seemed to have some effect both locally, as illustrated in the case 
with the vaginal lesion, and generally, as illustrated in the case with 
abdominal lesions. But, in view of the rapidity of recurrence in the 
former and the sluggishness of healing in the latter, in which there was 
only a very small lesion, use of suppositories should be limited to 
experimental work. 

The treatment of fusospirochetosis before starting treatment of the 
granuloma with streptomycin, though not essential, is helpful. It 
enhances the speed of healing of the lesion under subsequent strepto- 
mycin therapy by decreasing the exudate which keeps the lesion moist. 
Dryness is an important environmental factor in the process of healing. 

Since both patients who failed to respond and developed resistance 
to streptomycin thereafter were treated originally with a relatively small 
dose, it may well be that a small dose is a factor contributing to the 
development of resistance. Therefore, it is probably essential for one 
to begin treatment with streptomycin, as with other chemotherapeutic 
drugs and antibiotics, with a dose large enough to avoid creating resist- 
ance. Knop in his experimental study made a similar statement.'* 

The mechanism of the febrile reaction developed soon after the 
institution of streptomycin therapy is not understood. It has been 
suggested that it might be a type of the Jarisch-Herxheimer reaction," 
similar to that encountered in the treatment of syphilis with arsphena- 
mine and penicillin, due to the disintegration of Donovan bodies. There 
is little reason to account for the absence of involvement of the 
eighth nerve, except that all our patients were treated with a compara- 
tively short course, the longest of which was sixty-two days, with a daily 
dose of less than 1 Gm. 

Finally, the case of the chemoresistant and streptomycin-resistant 
patient treated with resin of podophyllum, roentgen radiation and 
anthiomaline® deserves consideration. We do not think anthioma- 
line*® was responsible for the improvement, for the following reasons: 
(1) Anthiomaline® had been used for months without any significant 
effect before treatment with streptomycin was begun; (2) as a rule, 
antimonial therapy does not cause such a rapid remission, and 
(3) the stages of improvement did not coincide with the administration 
of anthiomaline® but ran parallel with the application of resin of podo- 
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phyllum. While both resin of podophyllum** and roentgen radiation ** 
have been used successfully in treatment of granuloma inguinale, i 
is hard to say which of these should be given the credit. Judging from 
the clinical response, resin of podophyllum was probably the chief factor 
in this case. The action of resin of podophyllum on granuloma tissue has 
been thought to be one of dehydration.** However, we think its escha- 
rotic action was responsible for the results. Whether or not it has some 
specific action on Donovan bodies is a problem requiring further studies. 


SUMMARY AND CONCLUSIONS 


The treatment of 100 laboratory-proved cases of granuloma inguinale 
with streptomycin is presented in detail, and the proper technic for taking 
and preparing tissue smears for examination is described. 

In view of the frequency of improper diagnoses, a laboratory con- 
firmation should be required in every case, and an initial diagnosis 
should be based on the finding of intramonocytic Donovan bodies. 

Streptomycin is by far the most effective, if not the ideal, agent in 
the treatment of granuloma inguinale. A specimen taken for biopsy 
from the healed scar of 1 patient shortly after treatment failed to reveal 
any Donovan bodies. 

The optimal dosage for streptomycin is 4 Gm. per day, given intra- 
muscularly in divided doses, for from five to ten days. The ten day 
course is probably to be preferred, at least in those cases in which Dono- 
van bodies are still present at the end of a five day course and in cases 
with very extensive lesions. With this regimen, toxic manifestations are 
rare. 

It is emphasized that streptomycin should be given in sufficient 


primary doses in order for resistance to this antibiotic to be avoided. A 
preliminary treatment of secondary infections enhances the healing of 
lesions under subsequent streptomycin therapy. 

Stilbamidine® (4, 4’-stilbenedicarboxamidine) apparently is ineffec- 
tive in the treatment of granuloma inguinale, whereas resin of 
podophyllum N. F. is a useful aid. Further use of resin of podophyllum 


is warranted. 

Experiments conducted along the line of transmission show that 
granuloma inguinale probably does not develop on normal or simply 
abraded skin. 


University of Georgia School of Medicine. 
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HE NAME erythema elevatum diutinum was used by Crocker 

and Williams? in 1894 to describe a cutaneous eruption in a 6 
year old girl. The patient did not have “rheumatism.” A microscopic 
examination of a piece of excised skin showed a fibrocellular structure 
in the corium but no changes in the blood vessels except a slight 
cellular infiltration in the outer coats. In 1929 Weidman and Besancon ? 
reported 2 cases of a condition which they described as erythema 
elevatum diutinum. The name used by Crocker and Williams was 
retained for the disease, although Weidman and Besancon described 
histopathologic changes which to them were pathognomonic and did 
not correspond with those previously described under that name by 
any other investigator. 

Three additional cases presenting this type of histopathologic change 
have been reported since then: 1 by Combes and Bluefarb in 1940,° 
another by Engman, Pfaff and Cooper in 1942* and the third by 
Ketron in 1944.5 Ketron suggested that the number of cases was 
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large enough to establish a new entity, emphasizing the microscopic 
criteria set forth by Weidman and Besancon. He suggested that the 
name erythema elevatum diutinum be retained temporarily, although 
the microscopic observations in the 5 cases were not compatible with 
those described by Crocker and Williams under that title. 

We report 3 cases in which the diagnosis of erythema elevatum 
diutinum was made because of the characteristic microscopic picture 
seen at biopsy. These changes were essentially the same as those 
described by Weidman and Besancon. Two of the patients responded 
to treatment; when last observed they had no cutaneous lesions. The 
third patient has received no therapy as yet. 


REPORT OF CASES 


Case 1.—R. B., a 56 year old white fireman, was admitted to the Barnes 
Hospital on March 8, 1945. The chief complaint was a cutaneous eruption of 
eight years’ duration. This eruption had begun on the feet and then appeared 
on the elbows, hands, knees and buttocks. In these eight years the eruption had 
never disappeared, but at times it would fade somewhat, only to reappear. The 
lesions had never been painful or pruritic, but there had been a “ticking” feeling 
in them (apparently pulsation). There were no other complaints. The patient 
had consulted a physician for this eruption in 1935, and a piece of skin had been 
removed from a lesion of the knee. 

The family history disclosed that his mother had had “rheumatic arthritis” 
for eighteen years and that his father had died of “heart trouble.” The patient 
had had a cough productive of thick, yellow sputum for the three months before 
admission. There were no neuromuscular complaints. 

The examination of the skin disclosed flat nodules and plaques, which were 
dull red, over the elbows, the dorsal and palmar surfaces of the fingers, the knees, 
the buttocks, the feet and the ankles. A few of the nodules were arranged 
in circles or segments of circles. Over the elbows and feet the nodules tended 
to be discrete. There was some evidence of involuted lesions in that there were 
brown stains near areas of well developed lesions. 

The general physical condition was entirely within normal limits. The red 
blood cell count was 5,180,000, with 15.2 Gm. (98 per cent) of hemoglobin. The 
white blood cell count was 8,250 cells, with 65 polymorphonuclear leukocytes 
(33 of which were stab forms), 24 lymphocytes and 11 monocytes. Urinalysis 
showed nothing abnormal, and the Kahn test for syphilis gave a negative reaction. 

The patient’s course in the hospital was uneventful. A piece of skin was 
removed on March 9, 1945, and the patient was discharged on March 10. 

The patient was subsequently treated with triweekly injections of 5 per cent 
casein and 2.5 per cent sodium iodohydroxyquinolinesulfonate (activin®). These 
injections were continued for six months, the dose being 1 cc., given intramuscularly. 
The lesions on the buttocks were somewhat recalcitrant and were given a series 
of roentgen ray treatments, with subsequent complete disappearance of the lesions. 
Each treatment consisted of 88 r, with 85 kilovolts, 4 milliamperes and an 0.8 
mm. aluminum half-value layer, with no filter and at a distance of 10 inches 
(25.4 cm.). The treatment with 5 per cent casein and 2.5 per cent sodium 
iodohydroxyquinolinesulfonate was resumed, resulting in the complete disappearance 
of the lesions by June 1946. The frequency of administration of the drug, which 
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had been given three times a week and then twice a week, was reduced to once 
a week; and when the patient was last observed, in November 1946, all the 
lesions remained completely involuted, and there was an apparent cure. 


Histologic Examination.—In a specimen taken for biopsy from a lesion on the 
knee in November 1935, a small papule about 3 to 4 mm. in diameter was included. 
The epidermis showed relatively little change except for moderate hyperkeratosis 
and a few small areas of parakeratosis. On the surface of the epidermis in one 
small area there was a superficial crust made up of fibrin in which leukocytes 














Fig. 1 (case 1).—Photomicrograph of the specimen taken in November 1935, 
showing an early lesion with a very dense cellular infiltrate, made up principally 
of polymorphonuclear leukocytes, in the dermis. 


were embedded, but there was no ulceration beneath it. Although there was 
moderate acanthosis, the rete pegs were short and stubby. The epidermis as a 
whole showed intracellular and intercellular edema. 

Throughout the upper half of the dermis there was a dense cellular infiltrate 
made up of large numbers of polymorphonuclear leukocytes together with a few 
lymphocytes and epithelioid cells (fig. 1). There were several foci in the dermis 
in which the cells of the infiltrate showed karyorrhexis, but there was no 
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necrosis. The blood vessels were dilated, and their walls were thickened. The 
endothelial cells lining them were hyperplastic, and their nuclei appeared swollen. 
About the vessels was a mantle of eosinophilic, hyalinized, fibrous material which 
resembled the “toxic hyalin” described by Weidman and Besancon. The dermis 
showed moderate edema. 

In the specimen removed from the elbow region in March 1945 the changes 
corresponded to those observed late in the course of the disease by Ketron® and 
described in his report on biopsy 4 in his case. The cellular infiltrate, which 











Fig. 2 (case 1).—Photomicrograph of the specimen taken in March 1945, 
showing a relatively late lesion, in which there is a reduction in the amount of 
cellular infiltrate in the dermis and some fibrosis. 


tended to be perivascular, was reduced in amount and was made up of polymor- 
phonuclear leukocytes, lymphocytes and epithelioid cells (fig. 2). Scattered between 
the collagen bundles were small basophilic granules, which probably represented 
fragmented nuclei, some of which had been engulfed by phagocytes. The blood 
vessels in this specimen, also, were surrounded by a distinct mantle of hyalinized, 
fibrous material (fig. 3). The dermis was moderately edematous, but early fibrotic 
changes were present. 
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The changes in the epidermis were minimal and consisted of moderate 
hyperkeratosis and slight acanthosis, although the rete pegs were shortened and 
in places almost obliterated. There was some intracellular edema. 


Case 2.—N. J., a 59 year old white coal miner, was admitted to the Barnes 
Hospital on Sept. 27, 1942. The chief complaint was an eruption of the skin 
of several years’ duration and weakness of about three weeks’ duration. About 
two and one-half years before admission the patient had noticed a profuse itching 
eruption on the hands, forearms and abdoimen. Six months before the present 
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Fig. 3 (case 1)—High power photomicrograph of a small blood vessel in the 
specimen taken in March 1945. Note the deposit of “toxic hyalin” in the vessel 
wall and the infiltrate of polymorphonuclear leukocytes and lymphocytes sur- 
rounding it. 


admission, in a hospital in Illinois, he had been treated for the cutaneous eruption 
with injections of nitromersol and with sulfathiazole and sulfanilamide, admin- 
istered orally. The eruption had improved somewhat, but many of the patches 
persisted. 

There was a past history of a slight cough, especially in the winter time, and 
of occasional fever, related only to a “cold.” The patient had never had pains 
in the joints. 
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On the dorsal surfaces of the hands, the extensor surfaces of the wrists, the 
elbows and the area near the suprasternal notch there were dull red to bluish 
red circular and oval plaques, 2 to 6 cm. in diameter. There were a few 
circinate lesions over the scapulas. Several of the plaques were described as 
“spongy” to touch, but there was no definite infiltration. The lesions on the 
backs of the hands were exfoliating slightly. This condition was thought to be 
due to local applications. 

General physical examination revealed a well developed and well nourished 
white man in no obvious discomfort. All the findings were within normal limits 
except that the cervical and inguinal lymph nodes were small and firm but not 
tender. There were pyorrhea and some decay of the teeth. The pharynx was 
reddened. 

The red blood cell count was 4,940,000, with 93 per cent hemoglobin. The 
white blood cell count was 14,500, and the differential cell count revealed 72 
polymorphonuclear leukocytes, 20 lymphocytes and 8 monocytes per hundred cells. 
The fasting blood sugar was 69 mg., the nonprotein nitrogen 21 mg. and the 
uric acid 3.2 mg., per hundred cubic centimeters. The Kahn test gave a negative 
reaction. One blood culture was reported as showing no growth. Agglutination 
reactions for Eberthella typhosa, paratyphoid organisms, organisms of the Brucella 
group and Proteus vulgaris Xi were negative. The interpretation of the 
electrocardiogram was indeterminate. The diagnosis based on the roentgenographic 
examination of the chest was arrested pulmonary tuberculosis of the upper lobe 
of the right lung and peribronchial fibrosis of indeterminate nature. 

The patient’s course in the hospital was uneventful except -that there was 
a slight elevation of temperature in the afternoon. The highest temperature 
recorded was 100 F. (37.8C.). 

On October 7, 50,000,000 killed typhoid bacilli were injected into a vein. The 
temperature (rectal) rose to 103.3 F. (39.6C.). On October 11, 75,000,000 killed 
typhoid bacilli were injected into the vein, with a rise in temperature to 100.2 F. 
(38 C.). The lesions had improved on October 12. On October 14, 125,000,000 
killed typhoid bacilli were injected intravenously, with a subsequent rise in 
temperature to 102 F. (38.8C.). The patient was discharged on October 18. At 
that time there was involution of all the cutaneous lesions, leaving only slight 
erythematous and pigmented areas to mark their former sites. 

The patient appeared again for observation on November 21, with a few 
plaques on the backs of both hands. They were treated with roentgen rays at 
weekly intervals for six weeks. Each treatment consisted of 88 r, with 85 kilovolts, 
4 milliamperes and an 0.8 mm. aluminum, half-value layer, with no filter and at 
a distance of 10 inches (25.4 cm.). When the patient was examined on March 13, 
1943, no lesions could be found. He was seen at monthly intervals up to Nov. 
27, 1943, and no recurrence was observed. 

Histologic Examination—In a biopsy specimen removed in September 1942 
from the right supraclavicular area the most striking changes were observed in 
the dermis. The blood vessels were dilated and the endothelial cells lining them 
were hyperplastic, but the lumens were not obliterated. About some of the vessels 
were small deposits of “toxic hyalin,”’ but this change was not as conspicuous in 
this case as it was in case 1. In the subpapillary portion of the dermis there was 
a cellular infiltrate made up principally of polymorphonuclear leukocytes, together 
with some lymphocytes and epithelioid cells (figs. 4 and 5). Scattered among 
the cells of the infiltrate was extracellular basophilic granular material, which 
probably represented fragments of nuclei. The dermis was moderately edematous. 
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The epidermis showed hyperkeratosis and some acanthosis. The rete pegs, 
although relatively regular, were short and stubby. 

Case 3.—S. T., a 5 year old white girl, was admitted to the dermatologic clinic 
of the Barnard Free Skin and Cancer Hospital on Feb. 18, 1944. Her mother 
had noticed “spots” on the arms, left buttock and left leg for eight months. An 
individual “spot” might fade gradually over a period of several weeks, only to 
reappear in about the same area. The patient stated that the eruption did not 
itch, although her mother observed that she had scratched a few papules. 











_ Fig. 4 (case 2).—Fhotomicrograph of an early lesion, showing a dense cellular 
infiltrate, in which polymorphonuclear leukocytes predominate, in the dermis. 


There was a history of whooping cough at the age of 1 year and measles 
at the age of 3 years. The patient had been vaccinated and given injections of 
diphtheria toxoid U.S.P. at the age of 1. Her mother and father had been married 
for twelve years and were both in good health; there were 2 other siblings, aged 
10 and 11, and the mother had had no miscarriages. One of the mother’s sisters, 
who had died of tuberculosis, had seen the patient briefly when the patient was 
2 years old. The child had no history of pain in the joints or muscular aches. 
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Examination of the skin revealed a sparse eruption of small (2 to 3 mm. in 
diameter), yellowish brown papules on the trunk, the left arm, the legs and the 
lower part of the left buttock. There were small inflammatory zones about a 
few of the papules and a fine grayish white scale over some of them. 

The general physical condition was entirely within normal limits. There was 
no enlargement of the lymph nodes, and the tonsils were very small. 

A piece of skin was removed from a lesion of the right buttock on February 
18. The patient was treated with local antipruritics, without improvement. 








a 


Fig. 5 (case 2)—High power photomicrograph of a portion of the dermis, 
showing the character of the cellular infiltrate. Polymorphonuclear leukocytes 
predominate. 











On Nov. 17, 1946 the patient returned to the clinic because the eruption had 
persisted. The patient’s mother stated that there had been some improvement 
in the cutaneous eruption, especially during the summer months, but that it had 
never completely disappeared. The patient had been in very good health for 
the past two years, although she had complained occasionally of “leg aches,” 
which, however, had not prevented lier playing out of doors. 
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An examination of the skin revealed two small (2 to 3 mm. in diameter) 
smooth, yellow-brown papules over the left buttock. There was a faint pinkish 
stain about the old scar at the site of removal of tissue for biopsy, but ther: 
were no papular lesions in that area. On the anterior surfaces of the right thigh 
there was one large, red papule (5 mm. in diameter), with a faint pink halo 
about it. There was a fine, pale yellow scale over the surface of this papule. About 
this papule were three smaller, brownish yellow ones (2 to 3 mm. in diameter). 

The general physical condition was again entirely within normal limits. The 
red blood cell count was 4,560,000, with 11.5 Gm. of hemoglobin. The white blood 
cell count was 8,900, with 54 per cent polymorphonuclear leukocytes, 6 per cent 
eosinophilic leukocytes, 32 per cent lymphocytes and 8 per cent monocytes. The 
examination of the urine revealed a specific gravity of 1.025, an acid reaction 
and no albumin or sugar. On microscopic examination there was normal sediment 


Histologic Examination.—In a biopsy specimen taken in February 1944, the 
epidermis showed slight hyperkeratosis and moderate acanthosis. The rete pegs 
were regular in contour but were not greatly lengthened. The epidermis showed 
moderate intercellular edema. 

In the dermis a cellular infiltrate, which was denser about blood vessels, hair 
follicles and sweat glands, was present. It was made up of polymorphonuclear 
leukocytes, lymphocytes and epithelioid cells. The walls of the capillaries showed 
endothelial hyperplasia, and about many of them there was a deposit of an 
eosinophilic “toxic hyalin,” but the vessels were not occluded. The dermis was 
moderately edematous. 


COMMENT 


The histopathologic criteria for the diagnosis of erythema elevatum 
diutinum as set forth by Weidman and Besancon’ are moderate acan- 
thosis in the epidermis and acute toxic periarteritis and peritelangiitis 


in the dermis. Polymorphonuclear leukocytes are abundant about 
the blood vessels in the dermis, and there is a toxic hyaline degenera- 
tion affecting the fibrous tissue about the capillaries. This degeneration 
is not as extensive as in early lesions but is regarded as characteristic 
for the disease in the later stages. 

In case 1 microscopic examination of biopsy specimens taken ten 
years apart revealed these characteristic changes. In the earlier 
specimen a cellular infiltrate, made up predominantly of polymor- 
phonuclear leukocytes, was present in the dermis. The walls of many 
of the blood vessels showed endothelial hyperplasia, and a zone of 
“toxic hyalin” was observed about many of them, but there was no 
occlusion of the lumens. In the more recent specimen there was a 
less dense perivascular cellular infiltrate, in which polymorphonuclear 
leukocytes were greatly decreased in number. The changes in the 
vessel walls were similar to those in the earlier specimen, but there 
was evidence of fibrosis in the dermis. The first specimen probably 
represents a well developed lesion, and the second, an older lesion. 


Microscopic examination of the biopsy specimen taken in case 2 
revealed changes similar to those observed in case 1, but less extensive. 
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This specimen presented the picture described by Ketron® as charac- 
teristic of an early lesion; a dense cellular infiltrate, consisting mostly 
of polymorphonuclear leukocytes, endothelial hyperplasia in the blood 
vessels, and a slight deposit of “toxic hyalin” about some of the vessels. 

In the third case deposits of “toxic hyalin” are more conspicuous 
than in case 2, but not so extensive as in case 1. There was a dense 
perivascular infiltrate in which polymorphonuclear leukocytes pre- 
dominated. The changes present compared closely with those described 
by Ketron * in biopsy 2 on his patient, the specimen for which exam- 
ination he considered to be from a well developed lesion. 

The clinical changes in 2 of the 3 patients presented were similar 
to those in the cases previously reported by other authors. There 
were more or less persistent, red to purple nodules, with some tendency 
to grouping about joints. However, an examination of the third 
patient, the 5 year old girl, revealed only a very few papules over 
the thighs and buttocks. 

The third case was also unusual because of the age at which the 
eruption appeared. In all the previously reported cases, the patients 
were more than 30 years old at the time they were studied,® and 
none of these patients gave any history of the appearance of the eruption 
in early childhood. Patients 1 and 2 of this report were 56 and 59 
years of age, respectively, while the third patient was only 5 years old. 


Two of the 3 patients responded well to treatment. They were 
treated with foreign protein therapy and were apparently cured at 
the time of the last observation. The third patient has not been treated 
as yet. Weidman and Besancon noted that the lesions of one of their 
patients improved after antityphoid vaccination and expressed the 
opinion that the improvement was due to a nonspecific protein effect. 
Engman, Pfaff and Cooper used miid foreign protein therapy in their 
case and noted that many of the lesions disappeared after this treatment. 


Barnard Skin and Cancer Hospital. 


ABSTRACT OF DISCUSSION 


Dr. Frep D. WermpMaN, Philadelphia: I wish first to take this opportunity 
of giving a follow-up report on the patient of mine to whom Dr. Weiss alluded. 
I have seen the man from time to time, the last time about three months ago. The 
lesions have regressed to mere areas of pigmentation, and for several years there 
have been no exacerbations. The patient is still mildly psychotic, and I have 
always felt that his psychosis had a basis in the general toxemia which he must 
have, and which is reflected in the histopathologic change in the skin. 

It must be remembered that the histopathologic picture alone is not always 
self sufficient for the establishment of an entity, and in this connection I would 


6. Crocker and Williams.1 Weidman and Besancon.2 Combes and Bluefarb.® 
Engman, Pfaff and Cooper.* 
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cite the nodular perivasculitis reported by O’Leary and Montgomery, with 
histopathologic changes somewhat similar to those of erythema elevatum diutinum. 
I believe that minor variations in the tissue reaction should not be given too much 
weight. I dare say that if, instead of one biopsy, four or five were made on 
the same patient, there might be as much difference among the pictures presented 
by them as there is between nodular perivasculitis and erythema elevatum diutinum. 
In short, the “toxic hyalin” should not be given such weight as to be of itself 
sufficient to establish an entirely separate entity, but when one adds to that the 
over-all picture—the progress of the disease, the duration and the gross morbid 
anatomy—then I think that one is entirely justified in accepting erythema elevatum 
diutinum as a separate entity. 

I did not hear anything said in this presentation about arthritis, such as was 
present in my 2 cases. Again, I do not think that arthritis is an essential feature 
of this entity. It is a manifestation of toxemia that is in the picture. It is a 
part of the case. There is no reason that the joints should be affected in some 
cases and not in others. 

In short, I think that one should be content with looking at erythema elevatum 
diutinum simply as an expression of a general constitutional toxemia, leaving 
the scope of the disease large enough to include cases which present the arthritic 
syndrome. 

Dr. Lourts H. Winer, Beverly Hills, Calif.: In teaching graduate students, 
I have frequently been confronted with the question: “What do you think about 
erythema elevatum diutinum?” 

It has been my opinion that it is an entity closely allied to, if not the same 
as, granuloma annulare. However, cases have been reported some of which 
could be interpreted as “knuckle pads” and others as necrobiosis lipoidica dia- 
beticorum. I agree with Dr. Weidman that the histologic picture here is not 
characteristic of any specific disease. The same changes are seen in many diseases 
of the vessels and also in toxemia. 

The histologic sections could have called forth the diagnosis of drug eruption, 
erythema multiforme or even a mild form of periarteritis or perivasculitis. 
Therefore I cannot classify erythema elevatum diutinum as a specific histologic 
entity on the basis of anything shown today. 

Dr. Frank C. Compes, New York: I wish to report on a patient I first 
saw almost ten years ago (Combes, F. C., and Bluefarb, S. M.: Erythema Elevatum 
Diutinum, ArcH. Dermat. & SypuH. 42:441 [Sept.] 1940). New lesions have since 
developed in this case, and the original ones have become progressively larger 
and firmer. The patient has been treated with roentgen radiation, without the 
slightest benefit. I have the same results in another case. I therefore am interested 


in Dr. Weiss’s report. 

Erythema elevatum diutinum is undoubtedly a clinical entity, independent of 
granuloma annulare. Unfortunately, when Crocker and Williams wrote an article 
on this dermatosis, they included a case described by Bury in 1889, which was 
apparently one of granuloma annulare. Graham Little, in making a survey in 
1908, concluded that erythema elevatum diutinum was a subvariety of granuloma 
annulare, but the cases he collected were mostly of the Bury type. In 1932 
Little agreed that the two conditions were distinct, which opinion is generally 





accepted today. 
Dr. Francis A. Exttis, Baltimore: Dr. Ketron’s patient with erythema 
elevatum diutinum received roentgen therapy, without any noticeable effect on 


the lesions. 
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If one obtained a typical section from a case of fully developed erythema 
elevatum diutinum, trained dermatohistopathologists would be in about 100 
per cent agreement on the histologic diagnosis. It is not unusual to see sections 
in which the picture is that of erythema elevatum diutinum in that there is a 
fairly dense infiltrate of well preserved polymorphonuclear leukocytes in and 
about the wall of the blood vessels but not the “toxic hyalin” in the vessel 
wall. These lesions may represent chronic nonsuppurative pyoderma of the cutis. 

Dr. Ricwarp S. Wess, St. Louis: In regard to Dr. Weidman’s point about 
the resemblance of this condition to perivasculitis, if both the microscopic picture 
and the clinical picture are considered, the two diseases can be differentiated. 
None of our patients had actual arthritis. The little girl complained of 
growing pains. One of the men patients stated that his mother had had rheumatic 
arthritis, and he complained of pains in the joints whenever he had a bout of fever. 

Dr. Winer, one must consider granuloma annulare in the differentiation of 
this condition. Blood sugar determinations were made in the cases of the 2 men, 
but not in that of the little girl, and the values were within normal limits. It is 
generally accepted that in cases of granuloma annulare the lesions, after they once 
appear, may disappear for months, and sometimes years, but there are relapses. 

Roentgen irradiation, Dr. Combes, was used as adjunct therapy with these 
patients and was followed up with more protein therapy. The 2 men made an 
almost complete recovery with residual lesions in some areas, which lesions 
were treated with superficial roentgen therapy. 

One wonders why Dr. Weidman and the other workers took the name of 
erythema elevatum diutinum for this complex disease, which seems to be entirely 
different from the eruption described by Crocker. Crocker referred in his article 
to the previously reported cases which resembled his. I get the impression that 
the condition in the cases described by Crocker and previous workers were 
probably granuloma annulare. 


I agree with Dr. Ellis that when the histopathologic picture shows the infiltrate 
consisting of polymorphonuclear leukocytes this complex disease is to be suspected. 
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HE CHARACTERISTIC atopic reaction to patch tests with 

human dander and the naturally occurring lesions of the disease 
atopic dermatitis resemble each other grossly in the occurrence of 
papules, papulovesicles, redness and slight desquamation and in their 
chronologic development and retrogression. The natural lesions, of 
course, are frequently modified by trauma and sometimes by secondary 
infection. 

Since the allergen of human dander has been found to be present 
not only in the scalp but also in the skin of the general body surface,’ 
it must be given consideration as a possible clinically important aller- 
genic excitant of the disease. Hence it is desirable to study further, 
by histologic methods, the similarities and dissimilarities of the natural 
lesions and the reactions to patch tests. 


PRESENT INVESTIGATIONS 


Method and Material—This study is based on biopsies made of 14 specimens 
obtained from 9 patients with atopic dermatitis, aged 6 and 14 months and 5, 5, 6, 
8, 14, 15 and 29 years. Sections of natural lesions were removed from all 9 
patients. Specimens showing reactions to patch tests were obtained from 5 patients, 
3 of the specimens being of patches on normal skin and 2 of patches on scarified 
skin. The sections of skin were removed with a biopsy punch, fixed in dilute 
solution of formaldehyde U.S. P. (1:4), stained with hematoxylin and eosin and 
cut in serial section so that small lesions, such as papules, could be followed through- 
out their entire course. The dander used for the patch tests was obtained from a 
normal scalp and mixed with sufficient petrolatum to make a thick paste. The 
patch remained in contact with the skin for two days, and the sections of skin 
were removed six hours (in 3 cases), two days (in 1 case) and seven days (in 1 


From the Departments of Medicine, Bacteriology and Immunology and 
Pathology of the University of Louisville School of Medicine. 

1. Simon, F. A.: The Allergen of Human Dander Present in Skin of the 
General Body Surface, J. Invest. Dermat. 9:329, 1947; The Allergen of Human 
Dander: Its Relative Concentration in Several Skin Areas and in Appendages, 
Products and Derivatives of the Epidermis, ibid. 11:203, 1948. 
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case) after removal of the patch. Patch tests with egg white, dwarf ragweed 
pollen, feathers and petrolatum had negative reactions in these 9 patients. In 
tests on other series of patients, however, reactions similar to those reported here 
have been produced, in a few cases, by egg white and ragweed pollen. 























Fig. 1 (patient 3)—A, reaction to patch test with human dander in a child 
5 years of age. Section was removed nine days after application of the patch. 
B, natural lesion of atopic dermatitis in the same child. 
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Results——Natural Lesions: There were localized areas of parakera- 
tosis in which the stratum corneum was thickened; the cell nuclei were 
pyknotic, shrunken and irregular in shape. The cytoplasm took the pink 
stain with eosin and in some areas was vacuolated and granular. In some 
lesions the surface had a ragged appearance and the surface cells a 








bate 











Fig. 2 (patient 4).—A, reaction to patch test with human dander in a child 
5 years of age. Section was removed four days after application of the patch. 
B, natural lesion of atopic dermatitis in the same child. 


brownish discoloration. Underlying the areas of parakeratosis the 
stratum spinosum was, in some cases, edematous and occasionally 
contained vesicles. An occasional polymorphonuclear leukocyte could 
be seen in some areas of parakeratosis and also in the stratum spinosum. 
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In some areas mitotic figures in the stratum germinativum appeared 
to be more abundant than normal. The underlying dermis was 
edematous and infiltrated with lymphocytes. 

















Fig. 3 (patient 2).—A, reaction to patch test with human dander in a child 
14 months of age. Section was removed four days after application of the patch. 
B, natural lesion of atopic dermatitis in the same child. 


Reactions to Patch Test: The older and less severe reactions 
showed areas of parakeratosis similar to those described in the pre- 
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ceding section. The earlier and severer reactions had definite vesicu- 
lation of the epidermis. In the case of patch tests on normal, unscarified 
skin the reactions, unlike the natural lesions, were located in and 
adjacent to hair follicles and the ducts of sweat glands. In the case 
of patch tests applied on scarified skin the reaction was located in 














Fig. 4 (patient 8)—Reaction to patch test in a patient 15 years of age, illus- 
trating an early, severe, acute lesion adjacent to the duct of a sweat gland. Sec- 
tion was removed two days and six hours after application of the patch. 














Fig. 5 (patient 1).—Natural lesion of atopic dermatitis in a child 6 months of 
age. This and figure 4 illustrate extreme differences in intensity and chronicity. 


the epidermis adjacent to the scratch, regardless of hair follicles or 
sweat gland ducts. The dermis was edematous and infiltrated with 
lymphocytes. 
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COMMENT 


The natural lesions and the reactions to patch tests have much 
in common. They involve the same tissues, with the same type of 
reaction. That the reactions to patch tests should be somewhat more 
acute and destructive is to be expected because they are produced 
by dander from the scalp, which contains a much higher concentration 
of allergen than the skin of the general body surface. 

In the case of patch tests applied on normal, unscarified skin the 
location of the reactions in and adjacent to hair follicles and the 
ducts of sweat glands may be explained on the basis of penetration of 
the allergen, which gains entrance to the epidermis most readily 
through the natural orifices of the skin. The protection from pene- 
tration of the allergen afforded by the cornified layer is further dem- 
onstrated by the reactions to patch tests applied on scarified skin, 
in which the lesion occurs in the epidermis adjacent to the scratch 
regardless of gland ducts or hair follicles, and also by the reactions 
in hair follicles, which changes are most pronounced in the lower 
part of the follicle, where the cornified layer is absent, even though 
this part of the follicle is more distant from the site of application of 
the patch. In other words, there are slight differences in the location 
of the reactions and in their intensity and chronicity which may be 
explained on the basis of variations in the point of application of the 
allergen and in its concentration. In the natural lesions the allergen 
may be present, exert its influence and even arise somewhere beneath 
the surface of the skin. Attempts to identify the allergen in micro- 
organisms cultured from the skin have been unsuccessful.? Because 
of this fact, and also because the allergen has been identified in the 
epidermis of a newborn infant, we must consider the possibility that 
it arises in and from the skin itself. In this connection there are two 
locations in the skin deserving of consideration—locations in which 
cells are undergoing degeneration. These are (1) the sebaceous glands, 
which, being holocrine glands, secrete by pushing cells toward the 
lumen of the gland, where the whole cell degenerates into sebum, and 
(2) the region of the stratum granulosum and the stratum lucidum, 
where epidermal cells are degenerating to form the stratum corneum. 
In both locations, cells are dying, protoplasm is changing chemically 
and hence there is opportunity for the formation of a “foreign sub- 
stance” in the body. The slight evidence available from the histo- 
pathologic picture points to the stratum granulosum-stratum lucidum 
area rather than to the sebaceous glands. The question then arises: 
Can the cells of the stratum lucidum and stratum granulosum be 
sufficiently dead to produce a foreign allergenic substance and yet 


2. Simon, F. A.: On the Allergen in Human Dander, J. Allergy 15:338, 1944. 
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sufficiently alive to react allergically to its presence? The deeper reac- 
tions in the stratum spinosum may, of course, be due to allergen which 
has penetrated into this level from overlying layers. 


SUMMARY 


The natural lesions of atopic dermatitis and the cutaneous reactions 
to patch tests with human dander both show areas of parakeratosis in 
which the nuclei of epidermal cells are pyknotic, shrunken and irregular 
in shape and the cytoplasm pink staining and in some cases granular 
and vacuolated. Beneath some of these areas the stratum spinosuin 
is edematous and in some cases vesicular. The dermis is edematous 
and infiltrated with lymphocytes. 

The reactions to patch tests are somewhat more acute and destruc- 
tive and are located in and adjacent to hair follicles and the ducts of 
sweat glands. These differences in the location of the reaction and 
in its intensity and chronicity are explained as being due to variations 
in the concentration, penetration and site of application of the allergen. 


Heyburn Building (2). 
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CLEVELAND 


S* CE October 1943 treatment with sodium penicillin has been car- 
ried out in a total of 182 cases of pregnancy complicated by early 
syphilis at the Cleveland City Hospital and the University Hospitals. 
Although total doses of penicillin increased as time went on from 
60,000 to 9,600,000 units, in the bulk of the cases (86 per cent) at least 
2,400,000 units were given in divided doses every three hours for from 
sixty to one hundred and twenty injections. The results of treatment 
are measured in terms of the efficacy of penicillin in protecting the fetus 
or, better, in curing the fetus of the maternal infection. 

In this study there were 5 cases of primary syphilis, 63 cases of 
secondary syphilis and 114 cases of early latent syphilis. Excluded were 
all cases of patients thought to have had adequate treatment who were 
re-treated for protection of the fetus, and all late latent cases. 

In a study of this kind the value of the results obtained depends 
largely on follow-up examinations over prolonged periods. By per- 
severance and unlimited effort, the rate of follow-up examinations on 
children born to syphilitic mothers was raised from 21 per cent in 
November 1946 to 96 per cent by May 1947.1 Of the 182 mothers, 


From the Department of Dermatology and Syphilology, Western Reserve 
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The work described in this paper was done under a contract, recommended 
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151 had active syphilis, 6 lapsed from observation and 25 are yet to 
be delivered. The observation period on the child extended over a 
period of one year before the case was considered closed. Ideally, an 
attempt should be made to examine these babies monthly for three 
months, again at six months, and, finally, at one year after birth. 

The patients treated early in the series received a crude mixture of 
penicillin G, F and X containing not more than 100 to 200 Oxford 
units per milligram. Later, as the product was improved, the concen- 
tration rose to from 800 to 1,200 units per milligram. It is important 
to remember, however, that during the latter half of 1945 and the early 
half of 1946 the supplies of penicillin contained a high percentage of 
the K fraction rather than the G, F and X fractions. The K fraction 
is known to be rapidly destroyed and excreted by the body and thereby 
is less effective than the G fraction. 


CONGENITAL SYPHILIS 


Of the 182 cases of syphilis complicating pregnancy, there were 4 
cases of congenital syphilis. The mothers of these babies all had acute 
secondary infections when penicillin therapy was instituted. These 4 


cases are presented briefly: 


REPORT OF CASES 

Case 1.—V. L., with a generalized syphiloderm, was treated in the seventh 
month of pregnancy. She received 300,000 units of penicillin sodium, given in 
doses of 5,000 units every three hours for sixty injections. Delivery occurred 
forty-two days later. The mother had an essentially negative serologic reaction 
one month after delivery. However, the child’s blood one month after birth 
showed rising titers in all qualitative tests, and two months after birth the 
infant had seroclinical syphilis, with a severe meningeal type of syphilitic changes 
in the spinal fluid. Nine months later the mother was serologically negative 
and clinically well and then was lost to further follow-up observation. The child’s 
symptoms responded well to treatment with penicillin, but both mother and child 
moved out of town seven months post partum. 

Case 2.—D. W. was treated in the sixth month of pregnancy for a papular 
syphilid. She received 9,600,000 units of penicillin sodium, given in doses of 80,000 
units every three hours for one hundred and twenty injections. This penicillin 
contained a high percentage of the K fraction. The child was born two months 
after treatment and had a positive serologic reaction of the cord blood. Two months 
after birth the child’s blood showed 16 Kahn units. This reaction persisted, and 
by the third month snuffles, diarrhea and hepatomegaly had developed. The child 
was given penicillin therapy and became clinically and serologically free from 
disease, only to die of pneumonia at the age of 7 months. In the mother in this 
case, dark field—positive vulvar lesions developed two months after delivery. 

Case 3.—E. W. was treated in her first month of pregnancy for a maculo- 
papular secondary syphilid. She received 1,600,000 units of penicillin sodium, 
given in doses of 20,000 units every three hours for eighty injections. The child 
was delivered at term and was clinically well. Ten weeks after birth, the baby’s 
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blood showed 64 Kahn units, and the child had a papular eruption, a nasal discharge, 
hepatomegaly, splenomegaly and roentgenologic evidence of periostitis of the long 
bones. The infant was treated with penicillin and was serologically and clinically 
well on examination seventeen months afterward. The mother, who had been 
lost to observation until delivery, was found to be seropersistent and was started 
on long term therapy. 

Case 4.—M. G., with secondary syphilis, was treated in the third month of 
pregnancy with 4,800,000 units of penicillin sodium, given in doses of 80,000 units 
every three hours for sixty injections. This penicillin again contained an excess 
of the K fraction. When the child was 2 months old, the serologic test showed 
64 Kahn units. The infant also had snuffles, hepatomegaly, splenomegaly and 
rhagades. Roentgenograms of the long bones showed an osteochondritis consistent 
with syphilis of the bones. The child received a total dose of 550,000 units over 
a period of two weeks and was completely cured thirteen months afterward. The 
mother had a serologic relapse nine months after treatment and was placed under 
standard therapy. 

REACTION TO PENICILLIN 


The reactions noted in this series of cases were usually. minimal: 
urticaria and febrile Herxheimer reaction. The first may be adequately 
controlled with diphenhydramine hydrochloride (benadryl hydrochlo- 
ride®) or tripelennamine hydrochloride (pyribenzamine hydrochloride®), 
and in no case was it necessary to discontinue penicillin therapy. 

However, in 2 cases it is felt that a serious reaction in the form of 
a placental or fetal Herxheimer reaction occurred, with resulting pre- 
mature labor and the delivery of a stillborn fetus. Claim has been made 
that penicillin is innocuous to the child when a pregnant syphilitic 
woman is treated. Only Ingraham ? has raised some question regarding 
this point. . 

REPORT OF CASES 

Case 5.—C. W., in the sixth month of pregnancy, with extensive moist papules 
and 64 Kahn units, received a total dose of 9,600,000 units of penicillin sodium, 
80,000 units bejng given every three hours for one hundred and twenty injections. 
She had a grade II Herxheimer reaction. Fetal movements were felt at the onset 
of treatment; however, after the end of the first day of treatment, neither the 
mother nor the examining physician was able to detect movement, and no fetal 
heart tones were heard. Seven days after the end of treatment with penicillin, 
the mother, who had already gone home after discontinuance of therapy, was 
delivered of a stillborn fetus. 

Case 6.—The case of B. K. was similar. She was in her seventh month of 
pregnancy and had an extensive syphiloderm with dark field—positive moist papules, 
despite the fact that she had had eight intravenous treatments with penicillin, 
given irregularly by her family physician, the last one only three weeks previously. 
She received 9,600,000 units of penicillin, given in doses of 160,000 units every 
three hours for sixty injections. Her temperature rose from 36.8 to 37.8C. (98.2 
to 100 F.) and dropped in three hours to 36.8C. She complained of absence of 
fetal movements after twenty-four hours, and examination revealed absence of 


2. Ingraham, N. R., Jr.: Penicillin Treatment of the Syphilitic Pregnant 
Woman, J. A. M. A. 130:683-688 (March 16) 1946. 
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fetal heart tones. The patient left the hospital on the eighth hospital day and 
was admitted to the delivery room in another hospital ten days later, at which 
time she was delivered of a macerated fetus. 

In neither case was it possible for us to get an examination of the dead fetus. 


SUBSEQUENT PREGNANCIES IN PENICILLIN-TREATED 
SYPHILITIC MOTHERS 


Another interesting feature of this series of cases is that of the 
mothers who were treated for syphilis with penicillin either during a 
previous pregnancy or at some time before the inception of pregnancy. 
Each of 7 mothers who were treated for early syphilis in one pregnancy 
had a normal child in a subsequent pregnancy without benefit of addi- 
tional treatment. In 6 of our cases the mothers became pregnant 
after treatment with penicillin for various stages of early syphilis and 
were delivered of normal babies without further treatment. 

Despite these 13 cases in which previous penicillin therapy apparently 
protected the baby in a subsequent pregnancy, the question arises as 
to what should be the practice concerning a pregnant woman with a 
history of syphilis. 

Throughout this study are instances in which the penicillin cured 
the syphilis in the child and yet the mother later had a relapse. This 
result occurred in 44 of 151 cases, and there are 25 recent cases in 
which the mother is yet to be delivered. In many of the 44 known cases 
of relapse, penicillin in small doses was being employed, and, too, in 
some of these cases penicillin with a high proportion of the K fraction 
was being used. 

Since penicillin therapy is a comparatively innocuous procedure, it 
is our feeling that in all cases of pregnancy complicated by a syphilitic 
infection, even though treated, the mother should have a course of treat- 
ment with penicillin. This would not necessarily require hospitaliza- 
tion, for such a mother could easily be treated in an ambulatory fashion 
by a semiweekly intramuscular injection into alternate buttocks of 
600,000 units of one of the crystalline penicillin compounds in an 
absorption-delaying base. The initial dose should be small, and the 
total dosage, four to six injections. 


SUMMARY AND CONCLUSIONS 


A series of 182 patients with early syphilis complicating pregnancy 
were treated with varying doses of penicillin sodium. Twenty-five of 
these patients have not yet been delivered ; 6 have lapsed from observa- 
tion, and 151 had active syphilis. 

Four children were born with congenital syphilis in this group of 
151 mothers with active syphilis. 

An efficient follow-up procedure is a sine qua non in a clinic for 
“syphilis in pregnancy.” Through great effort, it was possible for the 
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clinics represented in this study to raise their percentage of follow-ups 
within a period of nine months from an active average of 21 per cent 
to an active average of 96 per cent. 

Penicillin seems to be almost a specific drug for syphilis in pregnancy, 
so far as the child is concerned, as may be seen from the reported results 
of only 4 cases of syphilitic children of the total of 151 cases of active 
maternal syphilis analyzed. 

It is our feeling that in the present status of penicillin therapy it 
is advisable to treat the syphilitic woman in subsequent pregnancies, 
regardless of the physical and serologic findings. After all, penicillin 
therapy is a comparatively innocuous procedure. 

In view of the large number of mothers—44 of 151 patients—who 
relapsed after delivery, frequent follow-up examinations of these women 
are essential. It is recommended that monthly examinations and titered 
blood tests be made until the patient has been serologically and clinically 
well for one year. 

Two cases are presented of patients who were thought to have had 
serious fetal or placental Herxheimer reactions. In each instance fetal 
movements and a fetal heart tone present before treatment was started 
ceased within twenty-four hours after the institution of penicillin therapy. 
It is strongly felt that the dose of penicillin for the first twenty-four 
hours should be kept low, extremely low, to prevent such an occurrence. 











Clinical Notes 


INCIDENCE OF PSORIASIS 


RICHARD L. SUTTON Jr., M.D.* 
Professor of Dermatology and Syphilology, University of Kansas School of Medicine 
KANSAS CITY, MO. 


The incidence of psoriasis among the population at large was calculated by 
Gahan ! at “not less than 1.0 per cent of the people living in and around New York.” 
The basis for his figure was the fact that approximately 700 new cases of 
psoriasis were seen annually at the New York Skin and Cancer Unit. He estimated 
that “probably the Skin and Cancer Unit received no more than 10 per cent of the 
total number of patients who go for treatment to the various clinics in the New 
York Metropolitan Area,” but he allowed, in arriving at a rough estimate, that 
even if that clinic received even as much as 20 per cent, “this would indicate a 
minimum figure of 100,000 for the number of persons suffering from psoriasis in 
and around the city of New York, an area containing approximately 10,000,000 
population.” 

The Army General Hospital in the Zone of the Interior, where dermatologic 
service was supplied by me to both inpatients and outpatients, constituted a com- 
munity of men of military age among whom it may reasonably be presumed that 
I saw every case of psoriasis. In the ten months from August 1943 to May 
1944 there were 4,732 patients admitted to the hospital who were not admitted to 
the skin section. Of these, 10 persons, or 0.2 per cent, had psoriasis. There 
were in addition 201 patients admitted to the skin section, and of these, 3, or 
1.5 per cent, had psoriasis. Army personnel of the detachment serviced by the 
dispensary comprised altogether approximately 1,000 persons, of whom 3, 
or 0.2 per cent, had psoriasis. 

Psoriasis, accounting for roughly 1.5 per cent of cases of Army personnel 
hospitalized because of dermatoses, was far down on the list of common diseases of 
the skin, in contrast to its position second only to acne in order of frequency in the 
list of Bereston and Ceccolini,2 whose report concerned dermatoses in 20,000 
inductees. Psoriasis was found in only 0.2 per cent of persons, either hospitalized 
or on duty, who may be considered a random sample of the Army population. 


CONCLUSION 
Gahan’s figure of “not less than 1 per cent” is too high an estimate of the 
incidence of psoriasis, and 0.2 per cent is a figure more nearly approximating 
the truth. 


411 Alameda Road (2). 


* Formerly Major, Medical Corps, Army of the United States, Chief of Section 
on Skin and Syphilis, Woodrow Wilson General Hospital, Staunton, Va. 

1. Gahan, E.: Incidence of Psoriasis Among the Population at Large, Arch. 
Dermat. & Syph. 48:305 (Sept.) 1943. 

2. Bereston, E. S., and Ceccolini, E. M.: Incidence of Dermatoses in Twenty 
Thousand Army Induction Examinations, with Note on Syphilis with Negative 
Serologic Reactions, Arch. Dermat. & Syph. 47:844 (June) 1943. 
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CORNBLEET—ANTITHYROID AGENTS 


STREPTOMYCIN OINTMENT IN TREATMENT OF SYCOSIS VULGARIS 


HAROLD M. JOHNSON, M.D. 
HONOLULU, HAWAII 


Several months ago a former patient wrote to me regarding the cure of his 
recalcitrant sycosis vulgaris. This condition had been refractory to all topical 
medications, including penicillin ointment, quinolor® ointment,| ammoniated 
mercury ointment and wet dressings of tyrothricin. An ophthalmologist had 
casually mentioned that streptomycin ointment might be tried, as it had been 
successful in treatment of staphylococcic marginal blepharitis. In seven days the 
patient’s skin was entirely clear, and it has remained so for six months at the 
time of writing. 

An ointment containing 1,000,000 units of streptomycin powder per ounce 
(28 Gm.) of carbowax 1540® was used. This was vigorously applied before and 
after shaving and again at bedtime. Fifteen patients with sycosis vulgaris were 
treated. Duration of infection varied from two weeks to nine months. Cultures of 
infected hairs produced Staphylococcus aureus and Staphylococcus albus. In 12 
cases there were good results, with clearing in from ten to twenty days. Itching 
usually subsided within the first week. No relapses were noted in three months. In 2 
cases the patients had relapses after ceasing the streptomycin inunctions but 
remained free from symptoms while using the ointment. No cases of sensitization 
were noted in this small series. 

Each patient was warned about the possibility of present and future allergic 
sensitization and about developing resistance to streptomycin. A recent report ? 
demonstrated the possible epidermal sensitizing effect of the drug. Most of 
the patients previously had used many medicaments and were willing to take 
the risk of sensitization. 

This antibiotic certainly is not the complete answer to this stubborn follicular 
infection, but it is suggested that it can be used as another helpful medicament in 
the therapeutic armamentarium. 


1. Quinolor® compound ointment consists of equal parts of white petrolatum 
and wool fat, containing 10 per cent benzoyl peroxide and 0.5 per cent quinolor® 
(a mixture of 3 chlorine derivatives of 8-hydroxyquinoline). 

2. Rauchwerger, S. M.; Erskine, F. A., and Nalls, W. L.: Streptomycin 
Sensitivity: Development of Sensitivity in Nursing Personnel Through Contact 
During Administration of the Drug to Patients, J. A. M. A. 136:614-615 (Feb. 28) 
1948, 


ANTITHYROID AGENTS 
Use in Treatment of Dermatitis Herpetiformis, lododerma and Deep Mycotic Infection 


THEODORE CORNBLEET, M.D. 
CHICAGO 


Recently certain synthetic materials have been found that oppose the formation 
of thyroxin, the active principle of the thyroid gland. This newer group con- 
sists of a number of substances, of which thiouracil and propylthiouracil have 
become the best known. The action of the thyroid gland is intimately connected 
with the metabolism of iodine since this element is utilized by and in a 


From the Departinent of Dermatology, University of Illinois College of Med- 
icine, and the Cook County Hospital. 
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sense serves to regulate the action of this endocrine structure. It was natural, 
therefore, to wonder whether the new antithyroid agents would affect dermatologic 
entities that are influenced by iodides. 

Accordingly, 4 patients with dermatitis herpetiformis were treated with 
propylthiouracil.1 They were given 100 mg. (2 tablets) three times a day, for 
ten days for 3 of the subjects and for seven days for 1. At the end of this time 
none was improved. One of the 3 had more lesions and complained of increased 
pruritus. The treatment of the fourth patient was interrupted at his insistence 
because of excessive itching. There were no untoward results otherwise. One 
patient who seemed to be uninfluenced clinically showed a drop in leukocyte 
count from 7,400 to 3,950, and the man who refused to continue after seven days 
of treatment because of increased itching had an increase of eosinophils from 
2 to 9 per cent. 

One patient with an acneform iododerma profusely distributed on the trunk and 
some lesions on the face was given a trial with propylthiouracil. She used 
100 mg. (2 tablets) three times a day for eight davs. There was no evident 
improvement in the eruption, nor was there any untoward reaction. Her urine 
at the end of this period still gave a strong qualitative reaction for iodides. 

An opportunity is being awaited for a trial of propy!thiouracil in treatment of 
a person with a deep mycotic infection who shows no favorable response to 
iodide therapy. 


1. The propylthiouracil used was supplied by Eli Lilly Co., Indianapolis. 





Society Transactions 


DETROIT DERMATOLOGICAL SOCIETY 


James R. Rogin, M.D., Chairman 
Hermann Pinkus, M.D., Recorder 
Nov. 20, 1946 


All cases were presented by Dr. Upo J. WiLe and Dr. ArtHur C. Curtis. 


A Case for Diagnosis (Poikiloderma?) in a Boy Aged 15 Years. 


Xanthoma Tuberosum Multiplex in a Boy Aged 28 Months (One of 
Triplets, the Only One with the Disease). 


Disseminated Sporotrichosis. 


R. F., a white man, aged 70, first noted an erythematous papule on the lower 
part of the back which became fluctuant and discharged purulent material about 
the middle of September 1946. Two more similar lesions developed within a few 
days—one on the right thigh and another on the right temporal region. He was 
given sixty-six injections of penicillin, during the course of which a widely dis- 
seminated eruption developed, consisting of red, slightly tender, furuncle-like 
lesions which discharged seropurulent material and cleared after a few days, only 
to be succeeded by new similar lesions. 

The patient had no knowledge of an injury at the site of the first lesion. He 
had an epithelioma on the right cheek several years ago, which was treated by 
means of roentgen rays in another hospital. 

The patient did not appear acutely ill. The eruption consisted of widespread, 
discrete, erythematous papules and papulopustules, varying in size from that of a 
green pea to that of a half-dollar. Some of these had ruptured and were covered 
with a crust. They were only slightly tender. The soft tissues of the right great 
toe, left forefinger and right fifth finger were swollen, red and tender to pressure. 

Results of routine examinations of urine and blood were normal. The Kahn 
reaction of the blood was negative. Results of sternal marrow examination were 
interpreted as indicative of malignant reticuloendotheliosis. Numerous biopsies of 
cutaneous lesions demonstrated “mixed tuberculous and pyogenic granulation tissue.” 
Cultures grown from three widely separated lesions showed a pure culture of 
Sporotrichum schenckii. The patient was treated with potassium iodide by mouth. 


DISCUSSION 
Dr. ARTHUR SCHILLER: I wonder in cases of this kind why blood cultures 
should not show organisms and why there is no pulmonary or other organ involve- 
ment? I do not believe that the lesion on the face is the same as the lesions on 
the body. 
Dr. HartHER Ketm: I wondered about the possibility of a disseminated deep 
fungus infection. Some of the other lesions which were partially ulcerated sug- 
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gested sporotrichosis, but I have never seen a disseminated type of the disease 
before. 

Dr. Upo Wie: I saw this patient when there were large tumors along 
the arms which closely resembled abscesses. The pathologists offered little in the 
way of information. It was diagnosed as tuberculosis but could not have been 
this. All the larger growths have disappeared with treatment. The finger lesions 
have healed. All involvement is not only that of soft tissue, but the roentgenograms 
show bone changes in both the right index finger and the right first toe. This is 
a unique case of sporotrichosis. 

Dr. HERSCHEL ZACKHEIM (by invitation): I have found that serial dilutions 
of Sabouraud’s 4 per cent dextrose broth containing concentrations of streptomycin 
as high as 256 units per cubic centimeter failed to inhibit the growth of Sporo- 
trichum schenckii. 

Dr Epwarp Caw ey (by invitation): The cultures from the lesions of this 
man were planted, and for several days nothing was seen. The day he was ready 
to go home, the growths were large enough to be of significance. Dr. Schiller 
spoke of blood cultures. We had no opportunity to do these because we did not 
find that he had sporotrichosis until too late. Lewis and Hopper (An Introduc- 
tion to Medical Mycology, Chicago, The Yearbook Publishers, Inc., 1938, p. 168) 
described a subcutaneous disseminated type of sporotrichosis; apparently this dis- 
ease occurs in France with a fair degree of frequency but is extremely rare in this 
country. This man has a pulmonary lesion, the nature of which was not clarified 
by the roentgenograms. 


Generalized Progressive Scleroderma. 


H. J., a white woman aged 42, was first seen at the University Hospital in 
October 1941, with the complaint that during the previous eight months she had 
had swelling and muscular pain and tenderness of her extremities. An increased 
sensitivity to heat and cold had also been noted, and the hands had recently shown 
cyanotic tendencies in cooler temperatures. Edema of the face, which appeared 
from time to time, was also mentioned by the patient. The examination here 
demonstrated little more than the fact that application of external heat to the 
hands and feet caused vascular dilatation. The digits were described as “cold, wet, 
thickened and mildly edematous.” Muscular weakness and tenderness were found 
greater in the right than in the left extremity. Hyperesthesia and increase of 
reflexes were also more pronounced on the right. Pigmentation in the few areas 
exposed to light was excessive. Laboratory observations were normal at that 
time, and results of biopsy of skin and muscle taken from the calf were incon- 
clusive. The patient left our care but returned in February 1946. The disease 
had gradually progressed, and she then complained of intense pruritus together 
with fixation of the skin, not only of the extremities but also of the face, with 
some difficulty in swallowing. Pigmentation had become extensive and pronounced. 

In childhood the patient had had diphtheria and scarlet fever. At 18 years she 
had had pleurisy. At 27 a hysterectomy with a left oophorectomy was performed, 
and at 33 a gastric stricture was relieved surgically. The family history was not 
contributory. 

Almost the entire integument was involved by a mottled brown-gray pigmenta- 
tion. The skin of the extremities and neck was particularly hidebound and 
thickened. There was some facial restriction of motion, particularly about the 
mouth. A few urticarial papules and excoriations were seen on the extremities. 
The Kahn reaction of the blood was negative. 
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_ The patient was given a long regimen, consisting of ammonium chloride, 6 Gm. 
in three day courses, with three days of rest between courses. Diphenhydramine 
hydrochloride (benadryl hydrochloride®), 200 mg. daily, was also administered. By 
August 1946, the patient reported increased motility of the arms and greater laxity 
of the skin about the face. The skin on the extremities and face was objectively 
much less hidebound. Many more excoriated papules were seen about the back, 
abdomen and wrists. Benzyl benzoate lotion was prescribed, with complete relief 
from the itching. 
DISCUSSION 

Dr. ARTHUR SCHILLER: I should like to ask Dr. Curtis whether he is of the 
opinion that diphenhydramine hydrochloride (benadryl®) is superior in treatment 
of this disease? 

Dr. ArtHuR Curtis: The patient is receiving ammonium chloride, 6 Gm. for 
three days followed by omission of the drug for three days, and she is also receiving 
benadryl.® In scleroderma an early change in the skin is a deposit of calcium. In 
later stages this may produce calcinosis. In an attempt to decalcify the skin 
ammonium chloride is given, as mentioned before. Many of these patients have 
said that they have some softening of the skin. The Mayo Clinic is using benadryl® 
in the treatment of scleroderma. I cannot say with certainty whether or not any 
of this woman’s improvement is due to benadryl.® 


Dr. JAMES Rocin: One year ago, Dr. Paul O’Leary was using benadryl® in 
the acute edematous stages. 


Dr. HerscHEL ZACKHEIM (by invitation): At Receiving Hospital 1 patient 
with advanced scleroderma was given benadryl,® 480 mg. daily for over three 
months, with'no noticeable improvement. 


A Case for Diagnosis (Ehlers-Danlos Syndrome and Lupus Erythema- 
tosus?). 


Linear Nevus (Ichthyosis Hystrix). 


Atrophoderma Maculatum (Anetoderma of Schweninger and Buzzi). 


Tuberculosis Luposa. 


L. P., a white man aged 28, was well until seven years ago, when he noted a 
swelling in the anterior portions of the neck; this was incised, resulting in a dis- 
charging sinus: Since that time similar lesions have appeared on the neck and 
ankles. In 1943, he noted a crusting eruption on the face, which became more 
extensive, produced considerable scarring and persisted, despite sanatorium care. 
Development of a carcinoma in an old scar on the nose resulted in amputation of 
the nose a few years ago. The family history is not significant. 

Examination of the face some months ago showed a crusted and ulcerated 
eruption, with extensive scarring. Apple-jelly nodules were apparent on diascopy. 
Pigmented scars were present at the suprasternal area and on the ankles. 

Results of blood cell counts and urinalyses have always been normal. Repeated 
roentgenograms of the chest have been normal. The Kahn reaction of the blood 
was negative. At least one of several biopsies of the face demonstrated tuberculous 
granulation tissue. For several months the patient has received 300,000 units of 
vitamin D each day with decided improvement of the face. 
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DISCUSSION 


Dr Uno Wire: This man has lupus vulgaris. He has an amazingly long 
history cf the disease. Three years ago he had a small lesion on the nose which 
was erroneously diagnosed in the laboratory as carcinoma. The nose was ablated. 
Three months ago he had numerous tuberculous nodules on the face and a large 
ulcerated tuberculous lesion at the angle of the mouth. He was given 200,000 units 
of irradiated ergosterol and 6 Gm. of calcium gluconate daily. The lesions have 
all healed. This is the second case I: have had, with the same amazing results. 
Successful treatment of lupus vulgaris with vitamin D was the outstanding dermato- 
logic achievement to come out of Europe during the war. 

Dr. ArtHUR Curtis: About three years ago the patient had his nose ablated; 
yet I feel sure that the changes were those of pseudoepitheliomatous hyperplasia 
and not epithelioma. His disease was so extensive that a diagnosis of leprosy 
was made in one of the state sanitoriums. 

Dr. LorEN SHAFFER: The question of the joint use of calcium with irradiated 
ergosterol arises. There is a theoretic possibility of one’s producing calcinosis 
by such joint use. The English are not using such a combination. Since you have 
recently been in Europe, Dr. Wile, I wonder whether you have any further 
opinion. 

Dr. Uno Wie: I can only judge from the French experience, since they are 
using both, and with good results. 

Dr. ArtHuR Curtis: It is known that irradiated ergosterol mobilizes calcium 
from the bones. Even though the patient was getting large doses of vitamin D, his 
blood calcium rose only to levels of 10.5 to 12 mg. per hundred cubic centi- 
meters. High levels like this are not in the least dangerous. 


Multiple Idiopathic Hemorrhagic Sarcoma. 
Poikiloderma Atrophicans Vasculare. 


Cushing’s Syndrome with Hidradenitis Suppurativa. 


M. P. was a white woman aged 48. In 1931, this patient’s menstrual flow 
became scanty, and she noticed a decided increase of bodily hair and the growth 
of a beard. A short time later, painful furuncle-like lesions developed at the sides 
of the nose and in the axillas, groins and gluteal cleft. During subsequent years 
she has continued to have lesions at the sites mentioned, and bodily hair growth 
has become excessive, necessitating, on the face, daily shaving. The family history 
is not significant. 

Examination showed hypertrichosis of the face, back and chest. Lesions of 
hidradenitis suppurativa are present on the face and breasts and in the axillas and 
perineal regions. The blood cell count was normal with the exception of 16,000 
white cells. The differential count was normal. The Kahn reaction of the blood 
was negative. The basal metabolic rate was plus 13 per cent. The result of the 
glucose tolerance test was normal. The rate of 17-ketosteroid excretion was 14.1 
mg. per day. Roentgen examination showed a diaphragmatic hernia, minimal 
osteoporosis of the spine, calcification of a uterine fibroid and a normal skull. 
Excretory pyelograms showed no evidence of an adrenal tumor. 


DISCUSSION 


Dr. Henry BrunsTInc: In many patients with hidradenitis suppurativa there 
is usually associated acne of the face and back. I have always felt that there may 
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be some type of endocrine disturbance in these patients; however, I have never 
observed the association of Cushing’s syndrome previously. Surgical measures, 
such as excision of the entire hairbearing area of the axilla s:ollowed by a full 
thickness graft should not be postponed too long. ,After this procedure I have 
seen other areas of involvement, such as the groin, improve spontaneously. 

Dr. ArtHur Curtis: I was glad to hear Dr. Brunsting make these statements, 
and I agree with what he says. I feel certain that this patient has a basophilic 
adenoma of the pituitary or Cushing’s syndrome. She has a prominent hump of 
fat on the upper part of the back as well as decided hirsutism. Her blood pressure 
is slightly elevated and her bones slightly decalcified. The basal metabolic rate 
is also increased. No glycosuria is present, and there are no striae. She is 49 
years old, and her condition came on suddenly. Roentgenograms of her sella 
turcica showed ro pathologic changes, which is not uncommon. She was studied 
by Dr. Conn, the endocrinologist, who agreed with the diagnosis of Cushing’s 
syndrome. 

James R. Rogin, M.D., President 
Hermann Pinkus, M.D., Recorder 


Jan. 15, 1947 


All the cases except the last two were presented by Dr. Frank Menagh and 
Dr. C. E. Reyner. 


Mycosis Fungoides with Ulcerated Granulomas and Psoriasiform Plaques. 


Five Cases of Tinea Capitis with Apparent Satisfactory Response to 
Treatment with Ointment of Copper Undecylenate. 


DISCUSSION 


Dr. J. H. Wetcu (by invitation): We have treated 12 patients with tinea 
capitis diagnosed by the Wood light but not by culture studies with an ointment 
containing copper undecylenate. Of the 12, 5 apparently have been cured (by the 
Wood light examination). The period of treatment has ranged from four months 
to three weeks. Nearly all had had previous treatment without effect. Three 
or four had epilation by roentgen rays. Of the 5 patients cured, 3 had not been 
treated by epilation and 2 had. We regard this as a fairly effective agent for 
handling the type of infection under discussion. 

Dr. Lee Carrick: At the City of Detroit Receiving Hospital we have had 
some success with an ointment containing undecylenic acid, zinc undecylenate and 
sodium tetradecyl sulfate, a wetting agent (Carrick, L.: Methods of Local Therapy 
for Tinea Capitis Due to Microsporum Audouini,. /. A. M. A. 131: 1189-1194 
[Aug. 10] 1946). With the undecylenic acid—zinc undecylenate preparation, used 
according to certain specific directions and in conjunction with a soap substitute, 
we were able to cure 40 per cent of 25 outpatients over an average treatment 
period of four and a half months. An additional 32 per cent were cured after 
a longer treatment period, bringing the total incidence of cures to 72 per cent. 

Dr. ARTHUR SCHILLER: I have been interested in the treatment of ringworm 
by various types of chemotherapy. We started with a copper oleate ointment, 
and the U. S. Public Health Service found in their Hagerstown experiment that 
copper oleate gave 37 per cent of cures. We then devised a copper pro- 
pionate, and in the Hagerstown experiment this stood third in the list 
of drugs which gave relatively adequate results in ringworm treatment. 
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In our opinion, the results depend largely on the type of base in which the 
medicament is dispensed. In the Hagerstown experiment the first preparation 
on the list was salicylanilide ointment, which was credited with 57 per cent 
of cures. In the past seven months our results show only 46 per cent cures. 
Most of the treatments seem to effect improvement up to a certain point. 
Occasionally, when small stubborn patches are encountered, removing the hair 
with a standard barium sulfate paste seems to speed up the cure. Needless 
to say, the diagnosis should be checked by microscopic examination and culture. 

Dr. Loren SHAFFER: At Wayne University Medical School we have worked 
with a grant from the Children’s Fund of Michigan on this study. We have 
not got far beyond what you have heard. Not enough consideration is given 
to prevention of infection in other members of the family when one child has 
an infection of the scalp. I feel that the application of any unsaturated fatty 
acid once a week would be effective in prevention and might be used in the 
schools. It is felt that tincture of green soap, or any soap, should not be used 
daily. Using a strongly alkaline soap neutralizes the effect of treatment 
—removes the chemical preparation and the acid reaction. My advice is to 
use a soap substitute with a low pu value. 

Dr. HERMANN Prinkus: I realize that the situation in a small town is 
different from that in a large city like Detroit. In Monroe, Mich., a town 
of 20,000, we had an epidemic of approximately 150 cases in the winter of 
1945-1946. Fortunately, the cases were confined almost entirely to one part 
of the town, in one public and one parochial school. There was fine cooperation 
from all authorities. All the children in the schoois were checked systematically 
and repeatedly with the help of filtered ultraviolet rays, and infected children 
‘were kept out of school unless they were under medical care. During the 
height of the epidemic special classes were instituted for the patients. Most 
of the children were treated by roentgen ray epilation followed by antiseptic 
ointments. In several instances in which the parents did not agree to roentgen 
treatment at first or in which general practitioners handled the cases, the 
parents eventually asked for roentgen ray epilation when they saw the poor 
résults of local therapy. When the schools reopened in the fall of 1946, the 
school authorities checked all the children within the first few weeks. Only 
a few patients with tinea capitis were discovered, and most of these had moved 
into town from other places during the summer. 

Dr. ArtHUR ScHILLER: I do not like to discourage Dr. Pinkus’ optimism 
as far as the disappearance of ringworm in Monroe is concerned, but we have 
noticed a reduction in the number of cases in Detroit. In other sections of the 
country workers also have noticed a lessened number. I think that probably 
there is a certain degree of immunity established, but I am not at all convinced 
that another summer will not see a recrudescence of ringworm. 


Herpes Zoster with Ramsey Hunt’s Syndrome. 


Sudek’s Atrophy of the Right Hand Following Herpes Zoster. 


M. V., a man, aged 60, was hospitalized in July 1946 with virus pneumonia, 
and after this herpes zoster of the right arm and hand, extending to the scapula, 
developed. There was much swelling of the fingers, with tenderness and 
inability to make a fist. 

The vesicles appeared on the fingers of the right hand, up the anterior 
part of the forearm and the inner aspect of the arm to the scapula, in the 
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distribution of the fifth, seventh and eighth cervical nerves. The pain continued, 
with the patient unable to use the right hand. On Oct. 25, 1946, roentgenograms 
showed osteoporosis of both hands and wrists, most marked on the right. 
There was some atrophy of the muscles of the arm, weakness and fibrillary 
twitching. The fingers were painful, and the hand could not be closed. 


There was osteoporosis of the right hand, with a worm-eaten appearance 
different from the diffuse osteoporosis of the left and characteristic of Sudek’s 
atrophy. 

Roentgen treatment of the involved ganglions, twenty intravenous injections 
of 100 cc. of: 10 per cent sodium iodide and sedatives were given and had little 
effect on the course of the pain and disability. However, immediate improve- 
ment was experienced with the injection of tetraethylammonium chloride, 10 cc. 
of which was given twice daily for three days. There was no notable drop in 
blood pressure, and the improvement has continued. The swelling and the 
increased perspiration have disappeared. 


DISCUSSION 


Dr. DanreL BUCHANAN (by invitation): Sudek’s atrophy is a condition in 
which, after an injury such as a fracture or sprain, there are severe pain and 
redness of the extremity and changes in the bone. The bone becomes mottled 
and decalcified. The bone picture alone is not diagnostic. It is seen also in 
many cases of fracture incurred in the war which required long immobilization. 
The disease is thought to be due to autonomic stimulation with vasodilatation, 
anoxia and further reflex stimulation of nerves and production of. changes in 
the tissue. If you can break the cycle, you can cure the patient. One investi- 
gator used tetraethylammonium chloride with considerable success. 

Dr. ARTHUR SCHILLER: I should like to ask what benefit you have had 
from large doses of thiamine given intravenously. 

Dr. FRANK MENAGH: We have not used it recently. A few years ago, 
we treated a series of patients but were not impressed with its value. 

Dr. HerMANN Pinkus: I noticed that one of these men gave blood to 
another patient with herpes zoster. 

Dr. FranK MenacGH: Dr. Trygve Gunderson found that if you give a 
blood transfusion early in herpes zoster ophthalmicus you can prevent damage 
to the cornea. (Convalescent Blood for Treatment of Herpes Zoster Ophthal- 
micus, Arch. Ophth. 24: 132-141 [July] 1940.) I do not know that I ever saw 
a case of Bell’s palsy clear up as rapidly as this. 


Melanosis (Riehl’s?) ; Hyperpigmentation of Face and Arms. 
Chronic Intercrural Dermatitis. 

Dermatitis Medicamentosa, Fixed Type, from Arsenicals. 
Dermatitis Medicamentosa Due to Neoarsphenamine. 
Hydroa Vacciniformis in a Boy Aged 13 Years. 


Sarcoidosis? Tuberculosis in a Negro? 


Severe Hypoplastic Anemia Following Arsenical Therapy. 
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A Case for Diagnosis (Lupus Erythematosus? Pigmented Nevus?). Pre- 
sented by Dr. Greorce B. Sexton, London, Ontario, Canada. 


Neurocutaneous Leprosy, Originating in a Tattoo. Presented by Dr. CLAupE 
BEHN and (by invitation) Dr. Ross J. Porritt. 


L. G., a white man, was first seen on Nov. 11, 1946, complaining of a 
cutaneous lesion involving a tattoo and the surrounding area on the flexure 
surface of the left forearm and also two areas forming an hourglass shape on 
the extensor surface of the middle third of the left arm. 

In June 1943 while a member af the United States Medical Corps, he was 
tattooed in Melbourne, Australia. Three years later he first noticed increased pig- 
mentation and loss of superficial sensation involving the tattoo and the surround- 
ing area. In a friend who was tattooed at the same time by the same person 
a similar lesion developed. 

The skin of the entire tattoo and a zone 1.5 cm. in width about it shows a 
violaceous discoloration. There is a loss of pain and light touch sensation 
throughout the entire pigmented area. On the extensor surface of the left 
arm, 7.5 cm. above the elbow, there are two coalescent lesions making an 
hourglass-shaped area 2.5 by 4 cm. This has the same violaceous color as the 
tattoo area, and there is the same loss of sensation. There is no ulceration 
or elevation present and no palpable abnormality of the nerve trunks. 

The reaction to intradermal injections of old tuberculin, 0.1 cc. in a dilution of 
1 to 10,000, was negative. The Kahn reaction was negative. The blood and 
urine were normal. Guinea pig inoculation with tissue gave a negative result. 

The skin and subcutaneous tissue show a tuberculoid reaction. There appears 
to be slight caseation in centers of some of the nodules. Fairly numerous well 
developed Langhans giant cells are present. The nodules extend through the 
corium into the subcutaneous fat. Occasional acid-fast bacilli were found by the 
Ziehl-Neelsen stain. They averaged not more than 1 per sectior. 


DISCUSSION 

Dr. FRANK MENAGH: How was the leprosy transmitted? 

Dr. Ross J. Porritr (by invitation): It may be that the operator licked 
the needle. 

Dr. Frank MenacH: How about excising the area? 

Dr. Ross J. Porritr (by invitation): We discussed the possibility of excising 
it, but, considering the spread up above the elbow, we did not think it advisable. 
We did recommend that the boy go to Carville for six months, although the 
Health Department will not force him to go as long as there are no open lesions. 
Treatment with one of the new sulfone drugs may be tried. 
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The asterisk (*) preceding the page number 
indicates an original article in the Archives. 
Subject entries are made for all articles. 
Author entries are made for original articles 
and society transactions. Book Reviews, Obitu- 
aries and Society Transactions are indexed 
under these headings in their alphabetical 
order under the letters B, O and 8, respectively. 


Abnormalities and Deformities: See under 
names of diseases, organs and regions, 
as Atrophy; Ectodermal Defect; Hair; 
Nails, abnormalities; Neck, abnormali- 
ties; Pigmentation; Scalp, abnormalities ; 
Skin, abnormalities; Spine, abnormalities ; 
etc. 

Abramowitz, E. W.: Acrodermatitis chronica 
atrophicans, Majocchi’s disease or telan- 
giectasia, 601 

Poikiloderma or 
atrophicans, 597 

Yellowing of skin, mucous membrane lesions 
and nail changes due to quinacrine 
hydrochloride (atabrine®), 595 

Abscess: See under names of organs and 
regions 


Acarophobia: See Parasitosis 
Acarus Scabiei : See Scabies 
Achromia: See Pigmentation; Vitiligo 


Acid, Barbituric: See Barbital and Barbital 
Derivatives 
Paraaminobenzoic: See Metabolism 
Acne conglobata, 629 
conglobata arrested by use of specially pre- 
pared autogenous vaccine, 577 
ee. infantile; case for diagnosis, 


generalized dermatitis 


followed by keloids (severe), 583 

keloid; sarcoid of Boeck; folliculitis keloi- 
dalis; late latent syphilis cured or 
arrested, 557 

rosacea; micropapular' tuberculid and 
rosacea; clinical and histologic compari- 
son, *286 

vulgaris; oral iodine therapy; failure of 
iodine, or equivalent of iodized salt, to 
produce pustular exacerbations, *439 

Acridine Dyes; yellowing of skin, mucous 

membrane iesions and nail changes due 
-. quinacrine hydrochloride (atabrine), 


Acrodermatitis chronica atrophicans, lympho- 
blastomatous nodules in areas of, 462 
chronica atrophicans, Majocchi’s disease or 
telangiectasia, 601 
chronica atrophicans, 

facial involvement, 5 
chronica atrophicans or myxedema, 616 
chronica atrophicans with ulceration, 646 
chronica atrophicans, xanthomatous lesion 

in, 462 
continua or pustular psoriasis, 520 

Acrosclerosis: See Scleroderma 
Actinic Rays: See Roentgen Rays 
Actinodermatitis: See under Light 


Actinomyces; actinomycosis (Nocardia aster- 
oides), 565 
Actinomycosis: See also Mycetoma 
and tuberculosis, 620 
arrested, 572 
Nocardia asteroides, 565 
+ factitia; case for diagnozis, 


pane type, with 


systemic, 524 
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Adenitis: See Lymph Nodes 
Adenoma sebaceum, 520 
sebaceum with tuberous sclerosis, 552 
Agerite alba; leukoderma produced by anti- 
oxidants; report of cases, *215 
Ainhum, 614 
in Cuban negro, 615 
Albumin, Therapy: See Pityriasis rosea 
Aleppo Boil: See Leishmaniasis 
Alkiewicz, J.: Transverse net in diagnosis of 
onychomycosis, *385 
Allergy: See Anaphylaxis and Allergy 
Allophen®; macular eruption apparently due 
to allophen® (contains aloin, extract of 
belladonna, ipecac and phenolphthalein), 
564 
Aloin ; 
allophen® 


macular eruption apparently due to 
(contains aloin, extract of 


belladonna, ipecac and phenolphthalein), 
564 


Alopecia: See also Hair, removal 
atrophy of scalp; case for diagnosis, 476 
premature or cutis verticis gyrata, 535 
of areata type in mother and daughter, 552 
totalis; subacute disseminated lupus ery- 
thematosus, 637 
Amersbach, J. C.: Atypical lupus erythema- 
tosus of arm; late stage lupus erythema- 
tosus of neck, 616 
Erythema nodosum; undulant fever, 616 
Melanocarcinoma of foot w'th inguinal 
adenitis in woman aged 69 years, 615 
Parapsoriasis, 614 
Treatment of basal cell epithelioma by in- 
oe of tissue extracts; further report, 
Aminophylline: See Pruritus 
Aminosulfone: See Tuberculosis 
Amyloidosis cutis, 504 
Anaphylaxis and Allergy: See also under 
names of various diseases, as Eczema; etc. 
allergic dermatitis or chronic discoid 
— dermatitis; case for diagnosis, 


dermatitis of hands due to ingested aller- 
gens, *335 
examples of cross sensitization in allergic 
eczematous dermatitis, *276 
familial urticaria due to cold, *52 
histopathology of atopic dermatitis and 
characteristic atopic reaction to patch 
test, *728 
hypersensitivity to sulfapyridine; report of 
case, *134 
lichen urticatus syndrome as manifestation 
of sensitivity to bites from various 
species of arthropods, *74 
ragweed dermatitis, 640 
severe reactions to penicillin, *83 
urticarial reaction induced in dog by tntra- 
Hs = ag injection of sorbitol monolaurate, 
Anderson, H. E.: Neurosyphilis; amyotrophic 
lateral sclerosis, 570 
Antusee. N. P.: Actinomycosis (arrested), 
5 
Chronic ulcers of arm (factitious?); case 
for diagnosis, 572 
Darier’s disease, unilateral, 581 
Epidermodysplasia verruciformis 
dowsky-Lutz), 580 


(Lewan- 


751 








752 


sane. G. C.: Contact roentgen therapy, 


Dermatitis venenata or virus infection, 593 
Lupus erythematosus, 593 
Pityriasis rubra pilaris with unsatisfactory 
response to vitamin A therapy, 612 
Anemia, severe hypoplastic, following arseni- 
cal therapy, 749 
Anesthesia; cross sensitizations among cer- 
tain local anesthetics and para-phenyl- 
enediamine, *278 
cross sensitizations among certain local 
anesthetics and sulfonamide drugs, *279 
Anesthetics: See Anesthesia 
Anetoderma: See Atrophy 
Angioma: See also Telangiectasia 
and pericytoma; differential diagnosis, *202 
serpiginosum; case for diagnosis, 609 
serpiginosum or parapsoriasis, 586 
serpiginosum (Schamberg’s disease), 651 
Sturge-Weber syndrome, 552 
Angiosarcoma: See Sarcoma 
Aniline and Aniline Derivatives; cross sensi- 
tizations among certain derivatives of 
nitrobenzene and of aniline, *280 
Ankle: See also Foot 
ulcer on; case for diagnosis, 644 
Anthropods: See Insects 
Aphthae: See Stomatitis 
Apocrine Glands: See Sweat Glands 
Apparatus; contact roentgen therapy with 
Philips tube, *118 
Appel, B.: Fox-Fordyce disease, 647 
Generalized, prozressive scleroderma, 653 
a colliquativa (scrofuloderma), 


Argyria: See Silver, toxicity 
Arms: See also Extremities; etc. 
atypical lupus erythematosus of arm; late 
stage lupus erythematosus of neck, 616 
Boeck’s sarcoid; extensive involvement of 
face, neck and arms, 617 
chronic ulcers of arm (factitious?) ; 
for diagnosis, 572 
melanosis (Riehl’s?) ; hyperpigmentation of 
face and arms, 749 
Arsenic and Arsenic Compounds: 
Arsphenamines 
anemia, severe hypoplastic, following arsenl- 
cal therapy, 749 
arsenical keratoses in storage battery 
worker; no history of ingestion of arsenic, 
555 
chronic arsenical exfoliative dermatitis suc- 
cessfully treated with 2,3-dimercaptopro- 
panol (BAL), 616 
dermatitis herpetiformis, dermatitis medi- 
camentosa and neuritis (arsenic), 599 
dermatitis medicamentosa (fixed arsenical 
eruption), 557 
dermatitis medicamentosa, fixed type, from 
arsenicals, 749 
pruritus apnarertiv associated with prox- 
imity to arsentcals, 4 
psoriasis with hyperkeratosis of palms and 
soles (arsenical 7), 520 
Arsphenamines; dermatitis medicamentosa due 
to neoarsphenamine, 749 
Therapy: See Penis 
Arteries: See »'so Periarteritis; etc. 
panarteritis, 530 
Arthritis: See also Rheumatism 
psoriasis arthropathica, 475 
Arthropods: See Insects 
Aschoff-Klinge Nodule: See Rheumatic Fever 
Ascites; disseminated lupus erythematosus 
with ascites and normal urine in Negro 
woman aged 47 years, 542 


case 


See also 
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Atabrine®: See Acridine Dyes 

Atopic Dermatitis: See Neurodermatitis 

Atopy: See Anaphylaxis and Allergy 

Atrophoderma: See Atrophy 

Atrophy; atrophoderma maculatum (aneto- 

derma of Schweninger and Buzzi), 745 

atrophoderma reticulatum faciei, 496 
— atrophicans; case for diagnosis, 


8 
idiopathic macular, 549 
macular, 615 
macular, with lesions on face, 458 
of scalp; case for diagnosis, 476 
poikiloderma oor generalized dermatitis 
atrophicans, 597 
— atrophy of; 


5 2 
Sudeck’s, of right hand following herpes 
zoster, 748 
with generalized lichen planus, 542 
Avitaminosis: See Deficiency Diseases 
Axilla: See Sweat Glands 
Ayres, S., Jr.: Acne conglobata, infantile; 
case for diagnosis, 577 
Epidermolysis bullosa, acquired type, in 21 
year old woman, 577 
Acne followed by keloids (severe?), 583 
Generalized progressive scleroderma asso- 
ciated with pronounced muscular dys- 
trophy, 567 
Necrobiosis lipoidica without diabetes, 569 
Nevus cerebriformis of scalp in 14 year 
old boy, 577 
a ac of mouth; case for diagnosis, 
583 


avitaminosis, multiple, 


JBE 
Pigmented purpuric lichenoid dermatitis of 
Gougerot and Blum, 577 
Recalcitrant ulcers of legs, 569 
Squamous cell _ epithelioma, 
type, 584 


self-healing 


Bacillus: See Bacteria 
Back, basal squamous cell epithelioma of, 643 
and buttocks, paraffinoma of, 514 
Bacteria: See Staphylococci; Streptococci; 
Viruses; etc. 
Abortus and Mellitense Group: See Undu- 
lant Fever 
Actinobacilli : 
Diphtheria : 
Hansen’s: 
Leprosy : 


See Actinomycosis 
See Diphtheria 
See Leprosy 
See Leprosy 
Necrophorus: See Actinomycosis 
Staphylococci: See Staphylococci 
Tularense: See Tularemia 
Bacterid, acute recurrent pustular; 
of case, *220. 
case for diagnosis, 649 
Bacterium: See Bacteria 
Baer, R. L.: Examples of cross sensitization 
in allergic eczematous dermatitis, *276 
Granuloma annulare, 466 
Vioform in dermatologic therapy, with par- 
ticular reference to its use in different 
vehicles, *224 
Baker, K. C.: Lichen urticatus; 
diagnosis, 477 
— follicularis ; 


report 


case for 
case for diagnosis, 


49 

Sarcoidosis, 471 

Vitiligo, 482 

Baker, N. L.: Acute disseminated lupus 

erythematosus, 528 

Acute disseminated lupus erythematosus 
with relapse in woman aged 28, 499 

Boeck’s sarcoid, 526 

Carcinomatosis of breast, 498 

Case for diagnosis, 543, 545 

— atrophicans; case for diagnosis, 
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Baker, N. L.—Continued 

Dermatomyositis (second attack), 512 

Fibrosarcoma, 485 

Generalized herpes zoster associated with 
lymphatic leukemia, 529 

Halogen eruption or granulomatous lesions 
of legs, 545 

Hidradenitis suppurativa, 498 

Infectious dermatitis of chest; case for 
diagnosis, 546 

Lepra, lepromatous type, 484 

Localized myxedema, 525 

Lupus vulgaris; case for diagnosis, 508 

Nevoxanthoendothelioma, 484 

— rosea with involvement of face, 
5 


Pseudoxanthoma elasticum, 487 
Pterygium colli (Bounevie-Ulrich syn- 
drome), 516 
Pustular eruption of palms and soles; case 
for diagnosis, 485 
Pyoderma facialis, 510 
Questionable case of lupus vulgaris treated 
with Charpy method, 537 
Sarcoidosis, 526 
Sarcoidosis or tuberculosis of skin in Negro 
woman, 537 
Ulcers of legs; case for diagnosis, 497 
BAL: See Dermatitis; Silver, toxicity 
Balanitis: See Penis 
Baldness: See Alopecia 
Ball, F. I.: Localized scleroderma, 566 
Ballin, D. B.: Pemphigus vulgaris of 5 years’ 
duration, 465 
Barbital and Barbital Derivatives; dermatitis 
medicamentosa of bullous’ erythema 
multiforme type from phenobarbital, 458 
Barker, L. P.: Chronic arsenical exfoliative 
dermatitis successfully treated with 2,3- 
dimercaptopropanol (BAL), 616 
Erythroplasia, 615 
Fox-Fordyce disease in Negro woman aged 
26, 616 
Melanoma, hemangioma, pyogenic granu- 
loma or histiocytoma; case for diagnosis, 
615 
Neurotic excoriations in patient with psy- 
choneurosis, 617 
Baroso, E.: Urticarial reaction induced in 
dog by intravenous injection of sorbitol 
monolaurate, *659 
Baum, M.: Porphyric bullous dermatosis, 
*357 
Bazemore, J. M.: Familial urticaria due to 
cold, *52 
Bazin’s Disease: See Erythema induratum 
Bechet, P. E.: Lupus erythematosus telan- 
giectodes, *128 
Behcet Syndrome: See Stomatitis, aphthous 
Becker, F. T.: Herpes zoster ophthalmicus ; 
results of treatment with transfusions of 
convalescent blood, *265 
Becker, S. W.: Alopecia prematura or cutis 
verticis gyrata, 535 
Lichen planus or lichen nitidus, 543 
Melanosis following roentgen therapy of 
pigmented nevus; case for diagnosis, 551 
Nevus-araneus-like telangiectases with pal- 
mar erythema, 492 
Behn, C.: Neurocutaneous leprosy, originat- 
ing in tattoo, 750 
Bellach, H.: Hypersensitivity to sulfapyri- 
dine; report of case, *134 
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Belladunna; macular eruption aepparently 
due to allophen® (contains aloin, extract 
of belladonna, ipecac and phenolphtha- 
lein), 564 

Besnier-Boeck’s Disease: See Sarcoidosis 

Bile Ducts; xanthomatous biliary cirrhosis 
(Birger and Griitz cutaneous and mucosal 
lipoidosis); xanthoma tuberosum, sec- 
ondary to hepatic disease (obstructive 
jaundice), 627 

ae I.: Ringed hair; report of case, 


Birthmark: See Nevi 

Biskra Button: See Leishmaniasis 

Bismuth and Bismuth Compounds; stomatitis 
(bismuth?) with ulceration, 497 

Bites: See Insects 


Bixby, E. W., Jr.: Cutaneous diphtheria; 
ae on primary pustular lesion, 
8 


Blair, D. S.: Lichen planus pemphigoides; 
— of case and discussion of literature, 


Blastomycosis: See also Coccidioidomycosis ; 
Moniliasis 
Gilchrist, 521 
syphilitic gumma of scalp simulating bromo- 
derma and blastomycosis, 562 
with cutaneous, scrotal and prostatic in- 
volvement, 621 
Blepharitis: See Eyelids 
Blisters: See Vesication 
Blood, cholesterol; genetics of xanthoma 
tuberosum multiplex, *409 
Diseases: See Anemia; Leukemia 
proteins; plasma protein and dermatitis; 
preliminary report, *314 
transfusion; herpes zoster ophthalmicus; 
results of treatment with transfusions of 
convalescent blood, *265 
Vessels: See Arteries; Periarteritis; etc. 
Bloom, D.: Incontinentia pigmenti, 468 
Lupus erythematosus benefited by suramin 
sodium (naphuride®), 594 
Lymphangioma circumscriptum, 612 
Scleroderma in child, 460 
Tuberculosis miliaris; case for diagnosis, 
591 
Bluefarb, 8. M.: Chronic discoid lupus ery- 
thematosus with chilblain lupus, 499 
Melanoma (8% months postoperatively), 


Sturge-Weber syndrome, 552 
Body, Mind and Body: See Mind 
Boeck’s Sarcoid: See Sarcoidosis 
Boil, Jericho: See Leishmaniasis 
Bones: See also under names of bones 
eosinophilic granuloma with simultaneous 
involvement of skin and bones, *372 
aaee - wlpcree Syndrome; pterygium colli, 
5 


Boox REVIEws: 
Occupational Marks and Other Physical 
Signs: A Guide to Personal Identifica- 
tion; F. Ronchese, 248 


Boswell, P. P.: Lichen scrofulosorum; case 
for diagnosis, 479 

Botryomycosis Hominis: See Granuloma 
pyogenicum 

Lupus erythematosus of eyelid; case for 

diagnosis, 542 

Bouillaud’s Disease: See Rheumatic Fever 

Bourneville-Pringle Disease: See Sclerosis, 
tuberous 











754 


Bowen, J. H.: Bromoderma; case for 
diagnosis, 559 

Charcot joint of left shoulder and spine, 
557 

Dermatitis herpetiformis, 559 

Erythroplasia of Queyrat or granuloma 
inguinale; case for diagnosis, 557 

Granuloma inguinale; case for diagnosis, 
555 

Gumma or granuloma inguinale; 
diagnosis, 559 

Herxheimer reactions in penicillin treatment 
of syphilis in pregnancy, *735 

Hidradenitis suppurativa of axillas, inguinal 
region and perineum, 557 

Leukemia cutis, 559 

Mycosis fungoides; case for diagnosis, 555 

Mycosis fungoides (plaques and tumors), 
561 


case for 


Pemphigus erythematodes (Senear-Usher 
syndrome), 561 
Scrofuloderma or mycotic infection; 
for diagnosis, 561 
Scurvy, 561 
Squamous psoriasiform, fixed drug eruption ; 
ease for diagnosis, 561 
Subacute lupus erythematosus, 557 
Superficial epitheliomatosis of trunk, 560 
Bowen’s Disease: See Cancer, precancer 
Bradley, D. F.: Gumma of lung; report of 
case, *444 
Brain: See Nervous System; etc. 
Syphilis: See Neurosyphilis 
Breast, carcinomatosis of, 498 


case 


morphea, 529 
secondary syphilis with chancre of right 
nipple, 594 
Brocq-Duhring Disease: See Dermatitis 
herpetiformis 
Bromide and Bromine; bromoderma; case 
for diagnosis, 559, 595 
syphilitic gumma of scalp simulating 


bromoderma and blastomycosis, 562 
Bromoderma: See Bromide and Bromine 
Brooke-Morrow’s Disease: See Keratosis fol- 

licularis 
Brucellosis: See Undulant Fever 
Brunsting, L. A.: Acne conglobata, 629 

Acrosclerosis, €33, 634 

Acrosclerosis; RKaynaud’s 
scleroderma, 633 

Actinomycosis and tuberculosis, 620 

Blastomycosis with cutaneous, scrotal and 
prostatic involvement, 621 

Chronic discoid lupus erythematosus, 542, 
637 


disease with 


Epidermolysis bullosa; colloid millium, 629 

Erythema induratum, 638 

Erythroderma; leukemic reticuloendothell- 
osis (monocytic leukemia of Shilling), 624 

Favus of scalp, 619 

Hidradenitis suppurativa, 630 

Lipid proteinosis, 625 

Lupus vulgaris, 639 

Moniliasis ; extensive 
glabrous skin, 619 

Moniliasis; generalized favus of scalp and 
glabrous skin, 620 

Mycosis fungoides, 623, 624 

Mycosis fungoides; toxic erythroderma, 623 

Mycosis fungoides with poikiloderma-like 
changes, 623 

Pseudoxanthoma elasticum, 628 

Ragweed dermatitis, 640 

Subacute disseminated lupus erythematosus ; 
alopecia ‘totalis, 637 

Thromboanglitis obliterans, 631, 632 

Tuberculid; case for diagnosis, 638 


trichophytosis of 
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Brunsting, L. A.—Continued 
Xanthoma diabeticorum, 626 
Xanthomatous biliary cirrhosis (Biirger and 
Griitz cutaneous and mucosal lipoidosis) ; 
xanthoma tuberosum, secondary to hepatic 
disease (obstructive jaundice), 627 


Bubo, Climatic: See Lymphogranuloma 
Venereum 

Buerger’s Disease: See Thromboanglitis ob- 
literans 


Buschke’s Disease: See Scleroderma 

Butter; Darier’s disease; improvement after 
consumption of butter but not vitamin A 
capsules, 564 


Buttocks and back, paraffinoma of, 514 


Calciferol: See Tuberculosis 
Calcification; calcinosis circumscripta with 
lupus erythematosus disseminata, 541 


extensive calcinosis of chest wall and 
shoulder, 542 
Calcinosis: See Calcification 
Callosities: See Keratosis 


Calmette-Guérin Tuberculin: See Tuberculosis 


Cambridge, H. S.: Subacute disseminated 
lupus erythematosus treated with strepto- 
mycin, 541 

Cancer: See also Epithelioma; Sarcoma; 
Tumors; and under names of organs and 
regions, as Breast; etc. 

carcinoma erysipelatodes, 523 

possible cutaneous metastases of visceral 
neoplasm; case for diagnosis, 547 

precancer; Bowen’s disease, 502 

rodent ulcer and multiple epitheliomas of 


face, 613 
Candida: See Moniliasis 
Canines: See Dogs 
Canities: See Hair 
Carbitol: See Cosmetics 
Carcinoma: See Cancer 
Cardiovascular System: See Arteries; etc. 
Caro, M. R.: Atrophy of scalp; case for 


diagnosis, 476 
Discoid lupus erythematosus, 480 
Tuberculosis cutis verrucosa, 494 


Carpenter, C. C.: Dermatitis from “Prell’’ 
shampoo; report of case, 354 
Treatment of familial benign chronic 


pemphigus; rapid improvement with peni- 
cillin therapy, *80 

Cataract; atopic: eczema accompanied with 
juvenile cataracts, 596 

Chancre, Lymphogranulomatous : 
ogranuloma Venereum 

on cheek, 520 
secondary syphilis with chancre of right 

nipple, 594 

Charcot’s Joints: See Joints, diseases 

Chargin, L.: Erosions of umbilical region, 
histologically lymphoblastoma (pemphi- 
gus or lymphoblastoma); case for diag- 
nosis, 458 

Cheek: See Face 

Cheilitis: See Lips 

Chemotherapy: See under names of diseases 
and chemotherapeutic agents, as Lupus 
erythematosus; Pemphigus; Penicillin; 
Sulfonamides; Syphilis; etc. 

Chen, C. H.: Recent observations on granu- 
loma inguinale, with report on strepto- 
mycin therapy, *703 


See Lymph- 


Chest: See Thorax 

Chiaramonte, C. T.: Leprosy; case for 
diagnosis, 469 
Periphlebitis nodularis, necrotizing; case 


for diagnosis, 469 
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Children: See also Infants 
scleroderma in child, 460 
Chillblains; chronic discord lupus erythema- 
tosus with chillblain lupus, 499 
Chin: See Face 
Cholesterol: See also Lipoids 
extracellular cholesterosis with 
involvement, *206 
Christian-Schiller Syndrome: 
Christian Syndrome 
Christian-Weber’s Disease: See Panniculitis 
Cipollaro, A. C.: Nevus flammeus, 591 
Rhinophyma, 603 
Sycosis vulgaris; blepharitis, 601 
Tinea capitis in 13 year old girl, 606 
Cirrhosis: See Bile Ducts 
Cisneros, F.: Psoriasis 
#241 


pulmonary 


See Schiiller- 


of hypopharynx, 


Civatte’s Disease: See Poikiloderma 


Clavicle; morphea guttata (lichen sclerosis 
et atrophicus of clavicular regions), 564 
Clothing; textile dermatitis in men, *249 
Coccidioidomycosis; granuloma, coccidioidal ; 
results beneficial from immunogenic 
therapy, 575 
Cohen, D.: Cutaneous horn of scalp, 5 cm. 
in length, 525 
Erythema figuratum perstans or erythema 
annulare centrifugum (Darier), 489 
Fibrosarcoma, 485 
Generalized herpes zoster associated with 
lymphatic leukemia, 529 
ai? aaman lichen planus with atrophy, 
§ 
Halogen eruption or granulomatous lesions 
of legs, 545 
Malignant melanoma with generalized me- 
tastasis and changes of central nervous 
system, 538 
Paraffinoma of buttocks and back, 514 
Stomatitis (bismuth?) with ulceration, 497 
Ulcers of legs; case for diagnosis, 497 
Cold, familial urticaria due to, *52 
Cole, H. N.: Herxheimer reactions in peni- 
pe my treatment of syphilis in pregnancy, 
*735 
Lichen sclerosis et atrophicus 
mary and intergluteal), 559 
Parapsoriasis en plaque, 560 
Pemphigus vegetans, 557 
Colloid Milium: See under Skin 
Communicable Diseases: See 
Syphilis; etc. 
Congress: See Societies 
Cooper, Z. K.: Erythema elevatum diutinum ; 
report of 3 cases, *716 
Copper Undecylenate: See Ringworm 
Cornbleet, T.: Antithyroid agents; use in 
treatment of dermatitis herpetiformis, 
jododerma and deep mycotic infection, 
741 
Case for diagnosis, 543 
Cutaneous horn of scalp, 5 cm. in length, 
2 


(submam- 


Immunity ; 


Dermatitis medicamentosa (purpuric), 498 
Erythema on terminal phalanges; 2 cases, 
484 


Fibrosarcoma, 485 

Generalized herpes zoster associated with 
lymphatic leukemia, 529 

Generalized lichen planus 
542 

Halogen eruption or granulomatous lesions 


of legs, 545 
case for diagnosis, 508 


Lupus vulgaris; 
Lymphoblastoma; case for diagnosis, 484 
with generalized 


Malignant melanoma 
metastasis and changes of central nervous 


system, 538 


with atrophy, 
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T.—Continued 
of buttocks 


Cornbleet, 


Paraftinoma and back, 514 


Pityriasis rosea with involvement of face, 
500 


Sarcoidosis or tuberculosis of skin in Negro 
woman, 537 
Stomatitis (bismuth?) with ulceration, 497 
Ulcers of legs; case for diagnosis, 497 
Cornell, V. A.: Boeck’s sarcoid, 466 
Lepra in Puerto Rican man, 467 
Pustular acneform eruption due to iodide 
salt, 459 
Cornu Cutaneum: 
Corynebacterium 
theria 
Cosmetics ; 


cutaneous 
‘See Diph- 


See Horns, 
Diphtheriae : 


dermatitis from Prell shampoo, 


external use of ‘‘carbitol solvent,”’ ‘“‘carbi- 
tol’ and other agents, *19 
Costello, M. J.: Atopic eczema accompanied 
with juvenile cataracts, 
Lichen planus or lichenoid sarcoid, 595 
Melanocarcinoma with metastases, 590 
Psoriasis guttata (secondary psoriasiform 
syphilis?), 599 
Xanthelasmoidea, 593 
Counter, C. E.: Nevus or localized sclero- 
derma, 577 
Couperus, M.: 
eruption, 584 
Crawford, G. M.: 
— type with bullae) 


Lymphoblastoma or drug 
Lichen planus (hyper- 
or psoriasis, 


Cross, F. E.: Xanthomatous lesion in acro- 
dermatitis chronica atrophicans, 462 
Curtis, A. C.: Atrophoderma maculatum; 
"j—caoa, of Schwenninger and Buzzi, 

itv 


Cushing’s syndrome with hidradenitis sup- 
purativa, 746 

Disseminated sporotrichosis, 743 

Ehlers-Danlos syndrome and lupus 
thematosus; case for diagnosis, 745 

Generalized progressive scleroderma, 744 

Linear nevus (ichthyosis hystrix), 745 

— idiopathic hemorrhagic sarcoma, 

6 


ery- 


Poikiloderma atrophicans vasculare, 746 
Poikiloderma in boy aged 15 years; case 
for diagnosis, 743 
Tuberculosis luposa, 745 
Xanthoma tuberosum multiplex in boy aged 
28 months (one of triplets, only one with 
disease), 743 
‘urtis, G. H.: 
asteroides), 565 
Lichen sclerosis et atrophicus, widespread 
on neck, trunk, vulva and folds of body, 
564 
Macular eruption apparently due to allo- 
phen® (contains aloin, extract of bella- 
donna, ipecac and phenolphthalein), 564 
Necrobiosis lipoidica (no evidence of dia- 
betes), 564 
Syphilitic gumma of scalp simulating 
bromoderma and blastomycosis, 562 
Syphilitic superficial sclerosing  glossitis ; 
neurosyphilis, 564 
Cushing Syndrome with 
purativa, 746 
Cutis Hyperelastica: See Skin, abnormalities 


Cutis Verticis Gyrata: See Scalp 


See also under names of organs and 
Sebaceous 


Actinomycosis (Nocardia 


hidradenitis sup- 


Cysts: 
regions as Fingers and Toes; 
Glands; etc. 

multiple epithelial, 536 


See Ainhum 
See Skin, 


Dactylolysis Spontanea: 
Danlos-Ehlers Syndrome: 
malities 
Darier’s Disease: 


abnor- 


See Keratosis follicularis 
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Darier-Roussy Sarcoid: See Sarcoidosis 


Darnell, T. F. B.: New body deodorant; its 
nonallergenic properties and usefulness, 
*451 


Davidson, D. M.: Argyria, 469 
Deficiency Diseases: See also Nutrition; Vita- 
mins 
senile atrophy of skin; avitaminosis, multi- 
ple, 651 
Degeneration, Amyloid: 
Deodorants: See Odors 
DeOreo, G. A.: Bromoderma; case for diag- 
nosis, 559 
Dermatitis herpetiformis, 559 
Erythema induratum or ecthyma; case for 
diagnosis, 559 
Gumma or granuloma inguinale; case for 
diagnosis, 559 
Leukemia cutis, 559 
Mycosis fungoides (plaques and tumors), 
561 


See Amyloidosis 


Pemphigus erythematodes (Senear-Usher 
syndrome), 561 
Scrofuloderma or mycotic infection ; case for 
diagnosis, 561 
Squamous psoriasiform, fixed drug eruption ; 
case for diagnosis, 561 
Superficial epitheliomatosis of trunk, 560 
Depigmentation: See Vitiligo 
Depilation: See Hair, removal 
Dermatitis: See also Acrodermatitis ; Eczema ; 
Neurodermatitis ; etc. 
Acneform: See Acne 
Actinica: See under Light 


allergic or chronic discoid lichenoid derma- 
titis; case for diagnosis, 468 

and plasma protein; preliminary report, 
*314 


Arsphenamine: See Arsphenamines 

Artefacta: See Dermatitis faciitia 

Atopic: See Eczema; Neurodermatitis 

Atrophicans: See Atrophy 

bacterid; case for diagnosis, 649 

Blastomycetic: See Blastomycosis 

chronic arsenical exfoliative, successfully 
treated with 2,3-dimercaptopropanol 
(BAL), 616 

chronic intercrural, 749 

chronic, resembling mycosis fungoides, 646 

Contact: See Dermatitis venenata 

Eczematous: See Eczema 

exfoliative (lipomelanotic reticulosis?), 527 

exfoliative, of newborn, 500 

factitia, 647 

factitia; case for diagnosis, 647 

factitia or actinomycosis; case for diag- 
nosis, 618 

from ‘‘Prell” shampoo; report of case, 354 

herpetiformis, 546, 559 

herpetiformis; antithyroid agents; use in 
treatment of dermatitis herpetiformis, 
iododerma and deep mycotic infection, 741 

herpetiformis, dermatitis medicamentosa and 
neuritis (arsenic), 599 

herpetiformis; herpes gestationis, 594 

herpetiformis; herpes gestationis or 
mented nevus of foot, 557 

herpetiformis in patient who did not tolerate 
sulfapyridine, 577 

herpetiformis, pemphigus vegetans or pity- 
riasis lichenoides et varioliformis acuta, 
658 

herpetiformis serpiginosus of Darier; 
for diagnosis, 495 

infectious, of chest; case for diagnosis, 546 

Medicamentosa: See also under names of 
drugs, as Acridine Dyes; Arsenic and 
Arsenic Compounds; Penicillin; Phenol- 
phthalein and Yhenolphthalein Deriva- 
tives; Sulfonamides; etc. 

medicamentosa and neuritis (arsenic); der- 
matitis herpetiformis, 599 


pig- 


case 
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Dermatitis—Continued 
medicamentosa due to neoarsphenamine, 749 
medicamentosa (fixed arsenical eruption), 


ee, fixed type, from arsenicals, 
49 


medicamentosa from gold sodium thiosul- 
phate or subacute disseminated lupus 
erythematosus; case for diagnosis, 616 

medicamentosa of bullous erythema multi- 
forme type from phenobarbital, 458 

medicamentosa, papulopustular (sulfasuxi- 
dine), 647 

medicamentosa (purpuric), 498 

Multiformis: See Dermatitis herpetiformis 

Occupational: See under Industrial Diseases 

of hands due to ingested allergens, *335 

pigmented purpuric lichenoid; case for diag- 
nosis, 533 

pigmented purpuric lichenoid, of Gougerot 
and Blum, 577 

porphyric bullous dermatosis, *357 

possible bizarre residuals of secondarily 
infected seborrheic dermatitis or lupus 
erythematosis, 538 

ragweed, 640 

recurrent herpetiform dermatitis 
report of case, *398 

repens of foot, 552 

Seborrheic: See Seborrhea 

Solar: See under Light 

stasis; case for diagnosis, 645 

streptococcic, solid edema following re- 
peated attacks of; case for diagnosis, 473 

toxic nodular, or lymphoblastoma, 575 

vegetans, verrucae acuminatae or infectious 
granuloma, 593 

venenata ; allergic contact dermatitis due to 
al with special reference to latex, 


repens ; 


venenata ; contact 
gloves?), 598 

venenata ; eczematous contact dermatitis fol- 
-— preparation of penicillin solutions, 


dermatitis (rubber 


vn of feet and popliteal areas (nylon), 


venenata or epidermolysis bullosa, acquired 
type, 574 
venenata or virus infection, 593 
venenata; textile dermatitis in men, 
Verrucosa: See Blastomycosis 
Dermatology; George Miller MacKee, 
outstanding dermatologist and 
friend, *99 
some dermatologic eponyms, 
Dermatomyositis, 505, 523, 615 
second attack, 512 
Dermatophytosis: See Ringworm 
Dermatoses: See Dermatitis; Eczema; 
diseases; etc. 
Diabetes Mellitus: 
beticorum 
necrobiosis lipoidica (no 
betes), 564 
necroblosis lipoidica without diabetes, 569 
Diaminosulfone: See Tuberculosis 
Diathesis, Hemorrhagic: See Purpura; ete. 
Dienst, R. B.: Recent observations on granu- 
loma inguinale, with report on strepto- 
mycin therapy, *703 
Diet and Dietetics: See Nutrition ; 
etc. 
Dils, G. C.: 
472 


#249 


M.D., 
loyal 


*696 


Skin, 


See also Xanthoma dia- 


evidence of dia- 


Vitamins ; 
Solid edema; case for diagnosis, 


Dimercaptopropanol: See Dermatitis; Silver, 


toxicity 
Diphtheria, cutaneous; observations on 
mary pustular lesion, *381 


pri- 
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induced in dog by 
of sorbitol mono- 


reaction 
injection 


Dogs; urticarial 
intravenous 
laurate, *659 

Donovan Organisms: 
guinale 

Downing, J. G.: Eosinophilic granuloma of 
skin, drug eruption or lupus erythema- 
tosus, 658 

Eosinophilic granuloma of skin; report of 
3 cases, *430 

Erythroderina ichthyosiforme congenitum in 
17 year old boy, 658 

Generalized, progressive scleroderma, 653 

Localized scleroderma (morphea), 655 

Mycosis fungoides, 658 ; 

Psoriasis, parapsoriasis or neurodermatitis 
disseminata, 647 

Tuberculosis due to 
diagnosis, 647 

Driver, J. R.: Herxheimer reactions in peni- 
jong treatment of syphilis in pregnancy, 
*735 

Lichen sclerosis et atrophicus 
mary and intergluteal), 559 

Parapsoriasis en plaque, 560 

Pemphigus vegetans, 557 

Drugs, Eruptions: See also under names of 
drugs, as Acridine Dyes; Arsenic and 
Arsenic Compounds ; Arsphenamines ; 
Barbital and Barbital Derivatives; Bro- 
mide and Bromine; Penicillin; Sulfona- 
mides; etc. 

eruptions ; case for diagnosis, 520 
eruptions, eosinophilic granuloma 
or lupus erythematosus, 658 
eruptions; erythema multiforme type lesions 
due to toxic foci, pemphigus, epider- 
molysis bullosa acquisita or eruption due 

to drugs, 586 
eruptions, or lymphoblastoma, 584 
eruptions; squamous psoriasiform, fixed 
drug eruption; case for diagnosis, 561 
See Dermatitis herpeti- 


See Granuloma in- 


inoculation; case for 


(submam- 


of skin 


Duhring’s Disease: 
formis 

Durand-Nicolas-Favre’s Disease: See Lympho- 
granuloma Venereum 

Dyschromia: See Vitiligo 

Dystrophy: See also Nails 

pronounced muscular, associated with gen- 

eralized progressive sclerodermas, 567 


case for diagnosis, 559 
repeated 
case for 


Ear; 
solid edema following 
streptococcic dermatitis ; 
nosis, 473 
tuberculosis cutis with extensive ulceration 
of chest wall, neck and ear; case for 
diagnosis, 508 
Ebert, M. H.: Case for diagnosis, 545 
Circumsecribed scleroderma (en coupe de 
sabre), 529 
Cribriform lesions of 
diagnosis, 530 
Dermatomyositis (second 
Extensive calcinosis of 
shoulder, 542 
Generalized herpes zoster, 485 
Hyperpituitarism associated with cutis 
ticis gyrata, 484 
Infectious dermatitis of 
diagnosis, 546 
Juvenile xanthoma, 536 
Lepra, lepromatous type, 484 
Localized myxedema, 
Lupus erythematosus 
year old full blooded 
man, 512 


attacks of 
diag- 


hands; case for 
512 


wall 


attack), 


chest and 


ver- 


chest; case for 


525 
disseminatus in 43 
American Negro 
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Ebert, M. H.—Continued 
Madura foot in American Negro from 
nessee, 524 
Mycosis fungoides, 537 
Papulonecrotic tuberculid, 538 
Poikiloderma or parapsoriisis, 552 
Pustular eruption of palms and soles; 
for diagnosis, 485 
Pseudoxanthoma elasticum, 487 
Questionable case of lupus vulgaris treated 
with Charpy method, 537 
Tuberculosis cutis with extensive ulceration 
of chest wall, neck and ear; case for 
diagnosis, 508 
Tuberculosis verrucosa 
Xanthoma tuberosum, 
Ecthyma or erythema 
diagnosis, 559 
Ectodermal Defect and mesodermal defect, 
combined; Hand-Schiiller-Christian syn- 
drome, 570 
congenital; case for diagnosis, 506 
Ectodermosis Erosiva  Pluriorificialis : 
Erythema multiforme 
Eczema, Atopic: See Neurodermatitis 
examples of cross sensitization in allergic 
eczematous dermatitis, *276 
eczematous contact dermatitis 
preparation of penicillin solutions, 468 
histopathology of atopic dermatitis and 
characteristic atopic reaction to patch 
test, *728 
Seborrheic: See Seborrhea 
Kdema; lymphedema of lower 
case for diagnosis, 642 
solid; case for diagnosis, 472, 473 
solid, following repeated attacks of strep- 
tococcic dermatitis; case for diagnosis, 
473 
Eh’ *rs-Danlos 
malities 
Eirinberg, L.: 
corum, 520 
Elbow and knees, 
plex of, 562 
xanthoma tuberosum with lesions on palms 
and elbows, 642 
Ellis, F. A.: 
to rubber, 
*405 
Kosinophils ; 
report of 3 
eosinophilic granuloma 
involvement of skin 
eosinophilic leukemia, 
eosinophilic leukemia ; 
517 


case 


cutis, 484 


488 
induratum ; 


case for 


See 


following 


part of leg; 


Syndrome: See Skin, abnor- 


Necrobiosis lipoidica diabeti- 


xanthoma tuberosum multi- 


Allergic contact dermatitis due 
with special reference to latex, 


eosinophilic granuloma of skin; 
3 


cases, 
with simultaneous 
and bones, *372 

547 

case for diagnosis, 
Skin 
Verruciformis: See 


Epidermis: See 
Epidermodysplasia Ver- 
ruca 
Epidermolysis bullosa, 615 
bullosa, acquired; case for 
bullosa; acquired type, 484 
bullosa, acquired type, in 21 
woman, 577 
bullosa, acquired 
venenata, 574 
bullosa acquisita; erythema multiforme type 
lesions due to toxie foci, pemphigus, 
epidermolysis bullosa acquisita or erup- 
tion due to drugs, 586 
bullosa; colloid milium, 
bullosa hereditaria treated 
lar cytotoxic serum, 461 
porphyric bullous dermatosis, *357 
Hair 


diagnosis, 570 


year old 


type, or dermatitis 


629 
with antireticu- 
bullosa ; 


epilation See removal 
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Epitheiioma and psoriasis, relation between, 
*162 

basal cell, treatment by injection of tissue 
extracts: further report, *111 

basal squamous cell, of back, 643 


contact roentgen therapy with Philips tube, 
22 


multiple, of face and rodent ulcer, 613 
nevus epitheliomatocylindromatosus ; epithe- 
lioma (7?) clinically, 587 
of glans penis; case for diagnosis, 508 
squamous cell, of vulva in woman aged 
73 years, 643 
squamous cell, self-healing type, 584 
superficial epitheliomatosis, 497 
superficial epitheliomatosis of trunk, 560 
terebrating basal cell (intermediate cell 
type), 483 
Eponyms: See Nomenclature 
Epstein, E.: Aminophylline as antipruritic 
agent; comparison with certain other 
theophylline salts, *47 
Epstein, S.: Pustular eruption of fingers and 


toe; case for diagnosis, 520 
Erdos-Brown, M.: Urticaria pigmentosa, 503 
Eruptions: See under Arsenic and Arsenic 

Compounds; Arsphenamines; Skin, dis- 

eases; etc. 

Erysipelas perstans faciei; case for diag- 

nosis, 586 


Erythema annulare centrifugum, 562, 570 
annulare centrifugum [Darier] or erythema 


figuratum perstans, 489 

annulare centrifugum or mycosis fungoides, 
468 

bullosum; case for diagnosis, 503 


elevatum diutinum; report of 3 cases, *716 


figurata perstans; case for diagnosis, 516 

figuratum perstans or erythema annulare 
centrifugum [Darier], 489 

induratum, 638, 645 

induratum or ecthyma; case for diagnosis, 
559 


multiforme type lesions due to toxic foci, 
pemphigus, epidermolysis bullosa acquisita 
or eruption due to drugs, 586 

nevus-araneus-like telangiectases with 
mar erythema, 492 

nodosum: undulant fever, 616 

on terminal phalanges; 2 cases, 484 

Erythroderma associated with giant follicular 

lymphadenopathy, 456 

chronic, with generalized lymphadenopathy 
or lymphoblastoma; case for diagnosis, 
55 

congenital ichthyosiform, 536 


pal- 


Exfoliativum: See Dermatitis exfoliative 
Ichthyosiform: See Ichthyosis 
leukemic  reticuloendotheliosis (monocytic 


leukemia of Shilling), 624 
psoriatic erythroderma, enitheliomatous 
changes and wartlike growths, *154 
toxic; mycosis fungoides, 623 
Erythroplasia of Queyrat: See Penis 
Estrin, N. M.: Perifolliculitis capitis absce- 
dens et suffodiens, 469 
Estrogens; keratosis palmaris et plantaris 
climacterica improved after treatment 
with estrogenic substance; case for diag- 
nosis, 562 
use of vitamin A in treatment of cutaneous 
diseases: relation to estrogen and vita- 
min B complex, *64 


Ethylene Glycol: See Cosmetics 
Extremities: See also Arms; Foot; Legs; 
etc. 
Blood Supply: See Raynaud’s Disease; 


Thromboangiitis obliterans; etc. 
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Extremities—Continued 
congenital amniotic 


520 

nodular nonsuppurative panniculitis of, 651 

papulonecrotic tuberculid of lower extremi- 
ites (sarcoid), 605 


constriction rings, 


Ulcers: See Ulcers 
Eyebrows; keratosis pilaris rubra atrophicans 
faciei; report of case, *41 
Eyelids, extensive xanthoma of, 616 


lupus erythematosus of; case for diagnosis, 
542 


sycosis vulgaris; blepharitis, 601 


Eyes; blue nevus of eye and melanosis of 
temple due to contact with telephone 
receiver, 550 


results of 


herpes: zoster ophthalmicus ; 
of convales- 


treatment with transfusions 


cent blood, *265 

Face; acrodermatitis chronica atrophicans, 
nodular type, with facial involvement, 
587 


Boeck’s sarcoid; extensive involvement of 
face, neck and arms, 617 

and arms, hyperpigmentation of; melanosis 
(Riehl’s?), 749 

chancre on cheek, 520 

keloid of chin, 644 

macular atrophy with lesions on face, 458 

pityriasis rosea with involvement of face, 
00 


5 

radiodermatitis of, 552 

rodent ulcer and multiple epitheliomas of, 
613 


rosacea-like tuberculid of, 469 
sarcoid, 471 
Fat: See Lipoids 
Favre-Nicolas’ Disease: 
ioma Venereum 
Favus, 605 
generalized, of scalp 
moniliasis, 620 
in 5 year old child recently arrived from 
Europe, 542 
in rural community *180 
of scalp, 619 
of scalp in woman of 27 born in Chicago, 


See Lymphogranu- 


and glabrous skin; 


of New York, 


552 

Feet: See Foot 

Feiler, H. B.: Allergic dermatitis or chronic 
discoid lichenoid dermatitis; case for 


diagnosis, 468 
Felsher, I. M.: Tinea capitis in woman aged 
46, mother of 2 children with tinea cap- 
itis (Microsporon audouini type), 517 
Salicylanilide therapy in tinea capitis, *56 
Felsher, Z.: Dermatitis herpetiformis, 546 
Monilethrix, 493 
Psoriasis arthropathica, 475 


Superficial localized scleroderma, 494 


Terebrating basal cell epithelioma (inter- 
mediate cell type), 483 
Fibroma or _ glossitis rhomboidea mediana;: 
ease for diagnosis, 618 
Fibresarcoma, 485 
Fifth Venereal Disease: See Granuloma 
inguinale 


See also Foot; Hand 
cases, 


Fingers and Toes: 
erythema on terminal phalanges; 2 
84 


— of toes due to Raynaud’s disease, 

Heberden’s 
645 

melanoma with metastases, 

Nails: See Nails 

moniliasis of mouth, larynx, 1 finger and 
vagina, 647 

— eruption of; case for diagnosis, 
HY. 


nodes with cysts on fingers, 


590 


tuberculosis cutis verrucosa, 494 
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Finnerud, C. W.: Tinea capitis in woman 
aged 46, mother of 2 children with tinea 
capitis: (Microsporon audouini type), 517 

Fliegelman, M. T.: Genetics of xanthoma 
tuberosum multiplex, *409 

Folliculitis, Keloidalis: See Acne, keloid 

perifolliculitis capitis abscedens et suf- 
fodiens, 469 
Food: See also Nutrition; Vitamins 
dermatitis of hands due to ingested aller- 
gens, 335 

Foot: See also Ankle; Fingers and Toes; 

etc. 

acute recurrent pustular bacterid; report 
of case, *220 

dermatitis repens of, 552 

dermatitis venenata of feet and popliteal 
areas (nylon), 609 

Gangrene: See Gangrene 

madura foot in American Negro from Ten- 
nessee, 524 

melanocarcinoma with inguinal adenitis 
in woman aged 69 years, 615 

pachyonychia congenita with keratoderma 

of palms and soles and leukoplakia oris, 
60 


psoriasis with hyperkeratosis of palms and 
soles (arsenical?), 520 
pustular eruption of palms and soles; case 
for diagnosis, 485 
Forbes, M. A., Jr.: Exogenous cutaneous 
leishmaniasis proved by culture, *301 
Fordyce-Fox Disease: See Fox-Fordyce Dis- 
ease 
Forehead; blue nevus of eye and melanosis 
of temple due to contact with telephone 
receiver, 550 : 
keratosis pilaris rubra atrophicans faciei; 
report of case, *41 
Foster, P. D.: Lenticular parapsoriasis or 
lymphoblastoma, 573 
Fourth Venereal Disease: See Lymphogranu- 
loma Venereum 
Fox, H.: George Miller MacKee. M.D., out- 
standing dermatologist and loyal friend, 
*99 


Fox-Fordyce Disease, 647 
in Negro woman aged 26, 616 
of recent origin in man, 547 
Frank, L. J.: Lichen nitidus; case for diag- 
nosis, 470 
Lymphogranuloma venereum, 469 
Freeman, H. E.: Combined ectodermal and 
mesodermal defect; Hand-Schiiller-Chris- 
tian syndrome, 570 
Frei Reaction: See Lymphogranuloma Ven- 
ereum 
Frisch, D. C.: Plasma protein and dermatitis ; 
preliminary report, *314 
Fruchtbaum, L. M.: Chronic discoid lupus 
erythematosus, 469 
Rosacea-like tuberculid of face, 469 
Fulmer, H. R.: Eosinophilic leukemia, 547 


Fungi: See Actinomycosis; Blastomycosis ; 
Moniliasis; Mycosis; Ringworm; ete. 


Gangrene of toes due to Raynaud’s disease, 
658 
Garb, J.: Tuberculosis cutis colliquativa 
(tuberculous gummas) healed rapidly with 
local applications of promin® jelly ; report 
of case, *308 
Vitiligo with raised borders, *149 


Garrard, H. F.: Some dermatologic eponyms, 
*696 


Gaul, L. E.: Oral iodine therapy in acne 
vulgaris; failure of iodine, or equivalent 
of iodized salt, to produce pustular 
exacerbations, *439 
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Genetics: See Heredity 

Genitals: See under names of genitals, as 
Penis; Vagina; etc. 

Giffin, H. K.: Lepromatous leprosy in white 
woman emigrated from Syria 12 years 
ago, 555 

Gilchrist’s Disease: See Blastomycosis 

Ginsberg, J. E.: Chancre on cheek, 520 

Eosinophilic leukemia; case for diagnosis, 
517 

Lymphangioma circumscriptum; case for 
diagnosis, 520 

Glands: See under names of glands, as 
Lymph Nodes; etc. 

Glicksberg, E. L.: Chronic pemphigus, of 1 
year’s duration, 564 

Glomus Tumor: See Tumors 

Glossitis: See Tongue 

Gloves, rubber, contact dermatitis from? 598 

Goeckerman, W. H.: Granuloma annulare; 
ease for diagnosis, 577 

Gold and Gold Compounds; subacute dis- 
seminated lupus erythematosus or der- 
matitis medicamentosa from gold sodium 
thiosulphate; case for diagnosis, 616 

Goldberg, A. L.: Favus in 5 year old child 
recently arrived from Europe, 542 

Goldfarb, R. H.: Urticaria pigmentosa; case 
for diagnosis, 658 

Goldman, L.: Lichen urticatus syndrome as 
manifestation of sensitivity to bites from 
various species of arthropods, *74 

Goodwin, R.: Acute disseminated lupus 
erythematosus successfully treated with 
penicillin, 512 

Regrowth of hair after second epilation for 
tinea capitis, 516 

Gottron’s Disease: See Ichthyosis 

Gottschaik, H. R.: Erythema elevatum diu- 
tinum; report of 3 cases, *716 

Graffin, J.: Boeck’s sarcoidosis with active 
pulmonary tuberculosis, 509 

Carcinomatosis of breast, 498 


Cutaneous horn of scalp, 5 cm. in length, 


Dermatitis medicamentosa (purpuric), 498 

Disseminated lupus erythematosus’ with 
ascites and normal urine in Negro woman 
aged 47 years, 542 

Exfoliative dermatitis (lipomelanotic reti- 
culosis?), 527 

Exfoliative dermatitis of newborn, 500 

Extensive calcinosis of chest wall and 
shoulder, 542 

Generalized herpes zoster, 485 

Generalized lichen planus with atrophy, 542 

Hodgkin’s disease of skin; ulcerated 
nodules, 514 

Lichen planus, 487 

Lichen striatus, 487 

Lupus erythematosus disseminatus in 43 
year old full blooded American Negro 
man, 512 

Madura foot in American Negro from Ten- 
nessee, 52: 

Malignant melanoma with generalized 
metastasis and changes of central nervous 
system, 538 

Mycosis fungoides, 537 

Paraffinoma of buttocks and back, 514 

Pityriasis rubra pilaris; case for diagnosis, 
Jed 

Stomatitis (bismuth?) with ulceration, 497 

Superficial epitheliomatosis. 497 
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Graffin, J.—Continued 
Tuberculosis cutis with extensive ulceration 
of chest wall, neck and ear; case for 
diagnosis, 508 
Unusually extensive xanthomatosis, 510 
Graham, ‘TT. N.: Dermatitis factitia or 
actinomycosis; case for diagnosis, 618 
Fibroma or glossitis rhomboidea mediana ; 
ease for diagnosis, 618 
Verrucae accuminatae, infectious 
loma or dermatitis vegetans, 593 
Granuloma : See also Schiiller-Christian 
Syndrome 
annulare, 466 
annulare, extensive, disseminated, 586 
annulare of hand or porokeratosis, 647 
annulare or sarcoid of Boeck; case for 
diagnosis, 570 
Coccidioidal: See Coccidioidomycosis 
eosinophilic, of skin, drug eruption or 
lupus erythematosus, 658 
eosinophilic, of skin; report of 3 cases, 
*430 
eosinophilic, with simultaneous involvement 
of skin and bones, *372 
Fungoides: See Mycosis fungoides 
infectious; case for diagnosis, 572 
infectious, verrucae acuminatae or derma- 
titis vegetans, 593 
Inguinale : See also 
Venereum 
inguinale; case for diagnosis, 555 
inguinale in fossa navicularis urethrae, 465 
inguinale or erythroplasia of Queyrat; case 
for diagnosis, 557 
inguinale or gumma; 
559 
inguinale, recent observations with report 
on streptomycin therapy, *703 
Lipoid: See Xanthoma 
Malignant: See Hodgkin’s Disease 
Paracoccidioidal: See Blastomycosis 
pyogenic; melanoma, hemangioma or his- 
tiocytoma, 615 
pyogenicum and hemangiopericytoma ; 
ferential diagnosis, *201 
pyogenicum; case for diagnosis, 523 
pyogenicum; report of unusual case, *85 
trichophytic, with bullous lesions; case 
for diagnosis, 570 
Venereal: See Granuloma inguinale ; 
phogranuloma Venereum 
Greenblatt, R. B.: Recent observations on 
granuloma tuguinale, with report on 
streptomycin therapy, *703 
Grenard, A.: Sarcoid, 471 
Grenz Rays: See Skin, diseases 
Groin; hidradenitis suppurativa of axillas, 
inguinal region and perineum, 557 
Gross, P.: Macular atrophy with lesions on 
face, 458 
Sarcoidosis with 
lungs, 466 
Gumma: See also Syphilis, tertiary ; Thorax; 
Tuberculosis 
Gustafson, M. H.: 
- diagnosis, 559 
Charcot joint of left shoulder and spine, 
57 


granu- 


Lymphogranuloma 


case for diagnosis, 


dif- 


Lym- 


involvement of skin and 


Bromoderma; case for 


Dermatitis herpetiformis, 559 

Erythema induratum or ecthyma; 
diagnosis, 559 

Erythroplasia of Queyrat or granuloma 
inguinale; case for diagnosis, 557 


ease for 
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Gustafson, M. H.—Continued 


Granuloma inguinale; case for diagnosis, 
555 


Gumma or granuloma inguinale; case for 
diagnosis, 559 

Hidradenitis suppurativa of axillas, in- 
guinal region and perineum, 557 

Leukemia cutis, 559 

Mycosis fungoides; 

Mycosis fungoides 
561 

Pemphigus erythematodes 
syndrome), 561 

Scrofuloderma or mycotic 
for diagnosis, 561 

Scurvy, 561 

Squamous psoriasiform, fixed drug 
tion; case for diagnosis, 561 

Subacute lupus erythematosus, 557 

Superficial epitheliomatosis of trunk, 560 


ease for diagnosis, 555 
(plaques and tumors), 


(Senear-Usher 


infection; case 


erup- 


Habermann’s Disease: See Pityriasis liche- 
noides et varioliformis acuta 
Haeberlin, J. B., Jr.: Some 
eponyms, *696 
Hailey, H.: Colloid milium, *675 
Familial urticaria due to cold, *52 
Hailey’s Disease: See Pemphigus 
Hair, abnormalities; ringed hair; 
case, *177 
color of; leukotrichia, 615 
color of; leukotrichia annularis, 
Diseases: See also Alopecia 
diseases; monilethrix, 493 
Knotted: See Trichonodosis 
removal; regrowth of hair after 
epilation for tinea capitis, 516 
removal; salicylanilide therapy in 
capitis, 6 
Hall, A. F.: Acquired epidermolysis bullosa ; 
case for diagnosis, 570 
Erythema annulare centrifugum, 570 
Granuloma annulare or sarcoid of Boeck; 
case for diagnosis, 570 
Ichthyosis hystrix, 577 
es granuloma; case for diagnosis, 
0 


dermatologic 


report of 


615 


second 


tinea 


Localized light sensitization following in- 
jury by yucca plant; case for diagnosis, 
583 

Nevus unius lateris, keratotic type (‘‘ich- 
thyosis hystrix’), 570 

Psoriasiform syphilid with delayed positive 
serologic reaction caused by use of 
penicillin before diagnosis, 569 

Hallopeau’s Disease: See Acrodermatitis 
Halo nevus; vitiligo with raised borders, *149 
Halogens and Halogen Compounds; halogen 
eruption or granulomatous lesions of 
legs, 545 
Hand, E. A.: Genetics of xanthoma tubero- 
sum multiplex, *409 
Hand: See also Fingers and Toes 
acute recurrent pustular bacterid; 
of case, *220 
cribriform lesions of ; 


report 
case for diagnosis, 


dermatitis due to ingested allergens, *335 

nevus-araneus-like telangiectases with pal- 
mar erythema, 492 

pachyonychia congenita with keratoderma 
— mn and soles and leukoplakia oris, 

psoriasis with hyperkeratosis of palms and 
soles (arsenical?), 520 
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Hand—Continued 
pustular eruption of palms and soles; 
for diagnosis, 485 
Sudeck’s atrophy of right hand following 
herpes zoster, 748 
Xanthoma tuberosum with lesions on palms 
and elbows, 642 
Hand - Schiiller - Christian Syndrome: 
Schiiller-Christian Syndrome 
Hanfling, S. L.: Grenz ray (supersoft roent- 
gen ray) therapy of cutaneous diseases, 
*390 
Hannebaum, J. P.: Cheilitis, photosensitivity 
or lupus erythematosus, 586 
Dermatitis venenata or epidermolysis 
losa, acquired type, 574 
Lichen planus et spinulosus in 10 year old 
girl, 577 
Linear scleroderma (en coup de sabre) of 
back of neck in 10 year old boy, 576 
Lymphoblastoma; case for diagnosis, 
Hansen’s Disease: See Leprosy 
Hantman, M.: Granuloma annulare, 466 
Hartman, M. D.: Tuberculous granulomatous 
lesions on right leg; case for diagnosis, 
546 
Haserick, J. R.: Calciferol in 
cutaneous tuberculosis, 680 
Heberden’s Node: See Fingers and Toes, dis- 
eases 
Hecht, H.: 
562 


case 


See 


bul- 


580 


treatment of 


Erythema annulare centrifugum, 

Keratosis palmaris et plantaris climacterica, 
improved after treatment with estrogenic 
substance; case for diagnosis, 562 


Keratosis pilaris rubra atrophicans faciei;: 
report of case, * 
Heisel, E. B.: 
Parapsoriasis varioliformiz in 
65 years, 559 
B.: Bromoderma; case for diagnosis, 
9 


Case for (agnosis, 559 
woman aged 


Held, 
55 


Charcot joint and spine, 
557 


of left shoulder 

Dermatitis herpetiformis, 559 

Erythema induratum or ecthyma; 
diagnosis, 559 

Erythroplasia of Queyrat or granuloma 
inguinale; case for diagnosis, 557 

Granuloma inguinale; case for diagnosis, 
555 


case for 


Gumma or granuloma inguinale; case for 


diagnosis, 559 

Hidradenitis suppurativa of axillas, inguinal 
region and perineum, 557 

Leukemia cutis, 559 

Mycosis fungoides ; 

Mycosis fungoides 
561 

Pemphigus erythematodes 
syndrome), 561 

Scrofuloderma or mycotic infection ; 
for diagnosis, 561 

Scurvy, 561 

Squamous psoriasiform, fixed drug eruption ; 
case for diagnosis, 561 

Subacute lupus erythematosus, 557 

Hemangioma: See also Angioma 
ar roentgen therapy with Philips tube, 


case for diagnosis, 555 
(plaques and tumors), 


(Senear-Usher 


case 


melanoma, pyogenic granuloma or histio- 
cytoma, 615 
Hemangiopericytoma, *194 
Hemopoietic System, Diseases: 
Leukemia; etc. 
Hemorrhage, Cutaneous: 


See Anemia; 


See Purpura 
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Henningsen, A. B.: Pityriasis rubra pilaris; 
case for diagnosis, 489 
Hepatitis: See Jaundice 
Heredity ; familial urticaria due to cold, 
de 
ones of xanthoma tuberosum multiplex, 
409 
keratosis pilaris rubra 
report of case, *41 
story of original “porcupine men’’; classic 
descriptions of ichthyosis hystrix, *349 
Hernandez, R.: Urticarial reaction induced 
in dog by intravenous injection of sorbitol 
monolaurate, *659 
Herpes, Gestationis : 
formis 
zoster, generalized, 
zoster, generalized, 
phatic leukemia, 
zoster ophthalmicus; 


with transfusions of 
*265 


atrophicans faciei ; 


See Dermatitis, herpeti- 


485 
associated 
529 
results of treatment 
convalescent blood, 


with lym- 


hand 
748 


zoster; Sudeck’s atrophy of right 
following herpes zoster, 748 
zoster with Ramsey Hunt’s syndrome, 
Herxheimer Reaction: See Syphilis 
Hetreed, F.: Alopecia of areata 
mother and daughter, 
Keloid of scalp present at birth, 
Heyman, A.: ‘Treatment of early 
with penicillin in oil and wax, 
Hidradenitis: See Sweat Glands 
Histiocytoma, melanoma, hemangioma or pyo- 
genic granuloma, 615 
Hodgkin’s disease and eosinophilic granuloma ; 
differential diagnosis, 372 
of skin; ulcerated nodules, 514 
Hollander, A.: Sarcoidosis of skin, 647 
Hormones: See Estrogens; etc. 
Horns, cutaneous, of scalp, 5 cm. in length, 
525 


type in 
552 

482 
syphilis 
e 


Hunt Syndrome: See Herpes zoster 

Hubler, W. R.: Lepromatous leprosy in white 
woman emigrated from Syria 12 years 
ago, 

Hydroa aestivale ; 
tosis, *357 
vacciniformis in boy aged 13 years, 749 
Hydroquinone ; leukoderma produced by 
antioxidants; report of cases, *215 
Hypercholesteremia: See Blood, cholesterol 

Hyperergy: See Anaphylaxis and Allergy 

Hyperhidrosis: See Sweat Glands 
Hyperkeratosis: See Keratosis 
Hyperpigmentation: See Pigmentation 
Hyperproteinemia: See Blood, proteins 
Hypopharynx: See Larynx 
Hypophysis: See Pituitary Body 
Hypothermia: See Cold 
Hypothyroidism: See Myxedema 
Hypotrichosis: See Alopecia 


555 


porphyric bullous derma- 


Ichthyosis; erythroderma ichthyosiforme con- 

genitum in 17 year old boy, 658 

hystrix, 577 

hystrix; linear nevus, 745 

= nevus unius lateris, keratotic type, 
5 

hystrix; story of original “Porcupine Men” ; 
oo descriptions of ichthyosis hystrix, 

9 


See Jaundice 


See Anaphylaxis and Allergy; 
ete. 


Icterus : 


Idiosyncrasy : 
and under names of substances; 
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Immunity; coccidioidal granuloma; results 
beneficial from immunogenic therapy, 575 
Incontinentia Pigmenti: See Pigmentation 
Indole Metabolism: See Metabolism 
Industrial Diseases; arsenical keratoses in 
storage battery worker; no history of 
ingestion of arsenic, 555 
leukoderma produced by antioxidants ; 
port of cases, *215 
Infants: See also Children 
newborn, exfoliative dermatitis of, 
Infection: See Diphtheria; etc. 
Infectious Diseases: See Diphtheria ; 
lis; ete. 
Inguinal Glands: See Lymph Nodes 
Region: See Groin 
Injections: See also Blood transfusion 
urticarial reaction induced in dog by intra- 
venous injection of sorbitol monolaurate, 
*659 
Inoculation: See Tuberculosis 
Insects; lichen urticatus syndrome as mani- 
festation of sensitivity to bites from 
various species of arthropods, *74 
Instruments: See Apparatus 
Ioderma: See Iodine and Iodine Compounds 
Iodides: See Iodine and Iodine Compounds 
Iodine and Iodine Compounds; antithyroid 
agents; use in treatment of dermatitis 
herpetiformis, iododerma and deep mycotic 
infection, 740 
iododerma; iodism, 599 


re- 


500 


Syphi- 


iododerma, parotitis and incipient ‘‘iodism,” 
592 


pustular acneform eruption due to iodide 
salt, 459 

Therapy: See Acne, vulgaris; 
thematosus disseminatus 


See Iodine and 


Lupus ery- 

Iododerma : Iodine Com- 
pounds 

Itching: See Pruritus 

Ivy, A. C.: Urticarial’ reaction induced in dog 
by intravenous injection of sorbitol mono- 
laurate, *659 


Jacobson, H. P.: Acne conglobata arrested 
by use of specially prepared autogenous 
vaccine, 577 

Coccidioidal granuloma; results beneficial 
from immunogenic therapy, 575 
Lupus erythematosus; case for 
4 
v 
Lupus erythematosus, subacute, 
dency to dissemination, 574 
Lymphoblastoma or toxic nodular 
titis, 575 

Jadassohn’s Disease: 

Jaundice ; xanthomatous 
(Birger and Griitz cutaneous and mu- 
cosal lipoidosis); xanthoma tuberosum, 
secondary to hepatic disease (obstructive 
jaundice), 627 

Jensen, A. K.: Lupus 
for diagnosis, 577 

Nevus pigmentosus, 567 

Nevus pigmentosus et pilaris, 569 

Seborrheic dermatitis, psoriasis or 
liasis, 572 

Jericho Boil: See Leishmaniasis 

Johnson, H. H.: Adenoma sebaceum 
tuberous sclerosis, 559 

Johnson, H. M.: Streptomycin ointment in 
treatment of sycosis vulgaris, 741 

Johnson-Stevens Syndrome: See Erythema 
multiforme 


diagnosis, 
with ten- 
derma- 


See Atrophy 
biliary cirrhosis 


erythematosus; case 


moni- 


with 
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Joints: See also under names of joints as 
Elbow; etc. 

Diseases: See also Arthritis; ete. 

diseases; Charcot joint of left shoulder 


and spine, 557 


Kagen, M. S.: Boeck’s sarcoid, 472 
Erythema on terminal phalanges; 2 cases, 
484 
Hyperpituitarism associated with cutis ver- 
ticis gyrata, 484 
Lymphoblastoma; case for diagnosis, 484 
Tuberculosis verrucosa cutis, 484 
Xanthoma tuberosum, 488 
Kala-Azar: See Leishmaniasis 
Kam, J.: Arsenical keratoses in storage bat- 
tery worker; no history of ingestion of 
arsenic, 555 
Dermatitis medicamentosa 
eruption), 557 
Extensive neurofibromatosis, 555 
Herpes gestationis or pigmented nevus of 
foot, 557 
Late cutaneous syphilis (gumma), 555 
Sarcoid of Boeck; folliculitis keloidalis; 
late latent syphilis cured or arrested, 557 
Subacute disseminate lupus erythematosus 
or atopic eczema, 557 
Subacute disseminate lupus erythematosus 
with renal involvement, 555 
Xanthoma tuberosum multiplex of elbows 
and knees, 562 
Kaposi’s Sarcoma: See Sarcoma 
Keddie, F.: Use of vitamin A in treatment of 
cutaneous diseases; relation to estrogen 
and vitamin B complex, *64 
Keil, H.: Psoriatic erythroderma, epithelio- 
matous changes and wartlike growths, 
*154 
Keim, H. L.: Plasma protein and dermatitis ; 
preliminary report, *314 


Keloid (severe) acne followed by, 583 
of chin, 644 
of scalp present at birth, 482 
Keratoderma: See Keratosis 
Keratosis: See also Ichthyosis 
arsenical keratoses in storage battery work- 
er; no history of ingestion of arsenic, 
555 
contact roentgen therapy of keratoses with 
Philips tube, *125 
follicularis; case for diagnosis, 492 
follicularis; Darier’s disease; improvement 
after consumption of butter but not 
vitamin A capsules, 564 
follicularis; Darier’s disease, 
581 
granuloma annulare of hand or porokera- 
tosis, 647 
pachyonychia congenita with keratoderma 
of palms and soles and leukoplakia oris, 
608 


(fixed arsenical 


unilateral, 


palmaris et plantaris, acquired (vitamin A 
deficiency), 586 ‘ 
palmaris et plantaris climacterica, improved 

after treatment with estrogenic substance ; 
case for diagnosis, 562 
pilaris rubra atrophicans 
of case, * 
psoriasis with hyperkeratosis of palms and 
soles (arsenical?), 520 
Khaki textile dermatitis in men, *249 
Kidneys, subacute disseminate lupus erythe- 
matosus with renal involvement, 555 
Kierland, R. R.: Acne conglobata, 629 
Acrosclerosis, 633, 634 
Raynaud’s 
633 


faciei; report 


Acrosclerosis ; disease with 
scleroderma, 

Actinomycosis and tuberculosis, 620 
Blastomycosis with cutaneous, scrotal and 


prostatic involvement, 621 
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Kierland, R. R.—-Continued 
Chronic discoid lupus erythematosus, 542, 


637 
Epidermolysis bullosa; colloid millium, 629 
Erythema induratum, 638 
Erythroderma ; leukemic reticuloendothe- 
liosis (monocytic leukemia of Shilling), 
624 
Favus of scalp, 619 
Hidradenitis suppurativa, 630 
Lipid proteinosis, 625 
Lupus vulgaris, 639 
Moniliasis ; extensive trichophytosis of 
glabrous skin, 619 
Moniliasis; generalized favus of scalp and 
glabrous skin, 620 
Mycosis fungoides, 623, 624 
Mycosis fungoides; toxic erythroderma, 623 
Mycosis fungoides with poikiloderma-like 
changes, 623 
Pseudoxanthoma elasticum, 628 
Ragweed dermatitis, 640 
Subacute disseminaied lupus erythematosus ; 
alopecia totalis, 637 
Thromboangiitis obliterans, 631, 632 
Tuberculid; case for diagnosis, 638 
Xanthoma diabeticorum, 626 
Xanthomatous biliary cirrhosis (Biirger and 
Gritz cutaneous and mucosal lipoidosis) ; 
xanthoma tuberosum, secondary to hepa- 
tic disease (obstructive jaundice), 627 
Kirsch, N.: Hemangiopericytoma, *194 
Klinge-Aschoff Nodule: See Rheumatic Fever 
Knee; xanthoma tuberosum multiplex of 
elbows and knees, 562 
Koilonychia: See Nails 
Kraurosis: See Vulva 
Krysa, H. F.: Drug eruption; case for 
diagnosis, 520 
Idiopathic macular atrophy, 549 
Morphea, 529 
Kussmaul-Maier Disease: See Periarteritis 
nodosa 


Lactalbumin, Therapy: See Pityriasis rosea 


Laden, E. L.: Lichen scrofulosorum de- 
veloping during Charpy treatment for 
lupus vulgaris, 549 

Lupus vulgaris cured by Charpy’s method, 
549 


Morphea and cutis hyperelastica, 529 
Pseudoxanthoma elasticum, 524 
Pustular psoriasis or acrodermatitis con- 
tinua, 520 
Lane, C. G.: Dermatitis factitia, 647 
Eosinophilic granuloma of skin; report of 
3 cases, *430 
Papulopustular dermatitis medicamentosa 
(sulfasuxidine), 647 
Pemphigus vegetans, dermatitis herpeti- 
formis or pityriasis lichenoides et varioli- 
formis acuta, 658 
Senile atrophy of skin; avitaminosis, mul- 
tiple, 651 
Larralde, J.: Nevus, intracutaneous with 
secondary infection, 616 
Seborrheic dermatitis or psoriasis; case for 
diagnosis, 617 
Larynx; moniliasis of mouth, larynx, 1 finger 
and vagina, 647 
psoriasis of hypopharynx, *241 
Latex; allergic contact dermatitis due to rub- 
ber, with special reference to latex, *405 


Laymon, C. W.: Erythema induratum, 645 
Extensive morphea, 642 
Micropapular tuberculid and rosacea; clini- 
cal and histologic comparison, *286 
Legs: See also Extremities; Foot 
atrophic lichen planus; case for diagnosis, 
614 














VOLUME 58 763 





Legs—Continued 
halogen eruption or granulomatous lesions 
of, 545 
lymphedema of lower part of leg; case for 
diagnosis, 642 
nevus flammeus, 591 
tuberculous granulomatous lesions on right 
leg; case for diagnosis, 546 
Ulcers: See Ulcers 
Leider, M.: Osteoma cutis; report of case, 
*168 
Leishmaniasis, exogenous cutaneous, proved 
by culture, *301 
Lepra: See Leprosy 
Leprosy; case for diagnosis, 469 
lepra in Puerto Rican man, 467 
lepra, lepromatous type, 484 
lepromatous, in white woman _ emigrated 
from Syria 12 years ago, 555 
neurocutaneous, originating in tattoo, 750 
or sarcoid, 597 
Letterer-Siwe Disease: See Reticuloendo- 
thelial System 
Leukemia cutis, 559 
eosinophilic, 547 
eosinophilic; case for diagnosis, 517 
erythroderma; leukemic reticuloendotheli- 
osis (monocytic leukemia of Shilling), 
624 
lymphatic, associated with generalized 
herpes zoster, 529 
Leukocytes: See Eosinophils; Leukemia; etc. 
Leukoderma: See Vitiligo 
Leukopathia: See Vitiligo 
Leukoplakia: See Mouth 
Leukotrichia: See Hair, color of 
Lever, W. F.: Angioma serpiginosum (Scham- 
berg’s disease), 651 
Eosinophilic granuloma of skin; report of 
3 cases, *430 
Poikiloderma reticulare (Civatte), 652 
Levine, B.: Darier’s disease; improvement 
after consumption of butter but not vita- 
min A capsules, 564 
Morphea guttata (lichen sclerosis et atro- 
phicus of clavicular regions), 564 . 
Sarcoidosis, 562 
Lewis, G. M.: 
gloves?), 598 
Dermatitis herpetiformis; dermatitis medi- 
camentosa and neuritis (arsenic), 599 
Iododerma; iodism, 599 
Iododerma, parotitis and incipient “iodism,”’ 
4 


Contact dermatitis (rubber 


ve 

Lichen planus or secondary syphilis, 599 

Necrobiosis lipoidica diabeticorum, 597 

Nevus unius lateris with microscopic pic- 
ture of psoriasis, 599 

Lichen, Amyloidosis: See Amyloidosis 

Atrophicus: See Lichen planus 

nitidus, 493 

nitidus; case for diagnosis, 470 

nitidus or lichen planus, 543 

pilaris seu spinulosus, 599 

planopilaris, 460 

planus, 487 

planus atrophicus; case for diagnosis, 
613, 614 


planus atrophicus or Kaposi’s sarcoma, 605 
planus et spinulosus in 10 year old girl, 
577 


planus, generalized, with atrophy, 542 
planus, hypertrophic, 616 

planus (hypertrophic type with bullae) or 
psoriasis, 647 
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Lichen—Continued 

planus; lichen sclerosus et atrophicus with 
involvement of vulva, 507 

planus or lichenoid sarcoid, 595 

planus or secondary syphilis, 599 

planus or poikiloderma of Civatte, 557 

planus or lichen nitidus, 543 

a or linear nevus; case for diagnosis, 
6 

planus or lymphoblastoma, 503 

planus pemphigoides; report of case and 
discussion of literature, *138 

sclerosus et atrophicus, 540 

sclerosis et atrophicus (submammary and 
intergluteal), 559 

sclerosis et atrophicus, widespread on neck, 
trunk, vulva and folds of body, 564 

sclerosus et atrophicus with involvement of 
vulva, 507 

sclerosis; morphea guttata (lichen sclerosis 
et atrophicus of clavicular regions), 564 

scrofulosorum; case for diagnosis, 479 

scrofulosorum developing during Charpy 
treatment for lupus vulgaris, 549 

spinulosus, 555 

striatus, 487 

Urticatus: See 

Lichenification: See Neurodermatitis 


Light, R. C.: Arsenical keratoses in storage 
battery worker; no history of ingestion 
of arsenic, 555 
Dermatitis medicamentosa 
eruption), 557 
Extensive neurofibromatosis, 555 
Herpes gestationis or pigmented nevus of 
foot, 557 
Herxheimer reactions in penicillin treat- 
ment of syphilis in pregnancy, *735 
Late cutaneous syphilis (gumma), 555 
Pemphigus vegetans, 557 
Sarcoid of Boeck; folliculitis keloidalis; 
late latent syphilis cured or arrested, 557 
Subacute disseminate lupus erythematosus 
or atopic eczema, 557 
Subacute disseminate lupus erythematosus 
with renal involvement, 555 
Xanthoma tuberosum multiplex of elbows 
and knees, 562 
Light; cheilitis, photosensitivity or lupus ery- 
thematosus, 586 
localized sensitization following injury by 
yucca plant; case for diagnosis, 583 
sensitivity and porphyric bullous derma- 
tosis, *357 
Limbs: See Arms; Extremities; Legs 
Lindsay, H. C. L.: Cheilitis, photosensitivity 
or lupus erythematosus, 586 
Dermatitis venenata or epidermolysis 
bullosa, acquired type, 574 
Erythema multiforme type lesions due to 
toxic foci, pemphigus,  epidermolysis 
bullosa acquisita or eruption due _ to 
drugs, 586 
Lichen planus et spinulosus in 10 year old 
girl, 577 
Linear scleroderma (en coup de_ sabre) 
of back of neck in 10 year old boy, 576 
Lymphoblastoma; case for diagnosis, 580 


Urticaria, papular 


(fixed arsenical 


Lingua: See Tongue 
Lipid Proteinosis: See Lipoids, metabolism 
Lipids: See Lipoids 


Lipogranulomatosis : 
Syndrome 


See Schiiller-Christian 





VOLUME 58 


Lipoidosis: See Lipoids; Schiiller-Christian 
Syndrome 
Lipoids: See also Cholesterol 


metabolism; lipid proteinosis, 625 

xanthomatous biliary cirrhosis (Birger and 
Griitz cutaneous and mucosal lipoidosis) ; 
xanthoma tuberosum, secondary to 
_— disease (obstructive jaundice), 
627 


Lips; case for diagnosis, 543 
cheilitis, photosensitivity or 
thematosus, 586 
Liver Extract: See Epithelioma 
Locasto, C. B.: Healed gumma of anterior 
chest wall, 470 
Loewenthal, K.: Tinea capitis due to com- 
bined infection with Microsporum audou- 
ini and Microsporum lanosum; report of 
case, *27 
Lotions; external use of ‘‘carbitol solvent,” 
“carbitol’” and other agents, *19 
Lumbar Puncture: See Spinal Puncture 
Lungs and skin, sarcoidosis with involvement 
of, 466 
Boeck’s sarcoidosis with active pulmonary 
tuberculosis, 509 
extracellular cholesterosis with pulmonary 
involvement, *206 
gumma of; report of case, *444 
Tuberculosis: See Tuberculosis, pulmonary 
Luotest: See under Syphilis 
Lupus: See also Tuberculids; Tuberculosis 
erythematosus, 593 
erythematosus, acute disseminated, 528 
erythematosus, acute disseminated, success- 
fully treated with penicillin, 512 
erythematosus, acute disseminated, with re- 
lapse in woman aged 28, 499 
erythematosus associated with lupus pernio, 
457 


lupus ery- 


erythematosus, atypical, of arm; late stage 
lupus erythematosus of neck, 616 

erythematosus benefited by suramin sodium 
(naphuride®), 463, 594 

erythematosus; case for 
577, 616 

erythematosus, cheilitis or photosensitivity, 
586 

erythematosus, 
542 

erythematosus, chronic discoid, with chil 
blain lupus, 499 

erythematosus, discoid, 480 

erythematosus, disseminated discoid type, 
unusually extensive and destructive, 542 

erythematosus, disseminated subacute, 469, 
481 

erythematosus, disseminated, 
alopecia totalis, 637 

erythematosis, disseminated, subacute ; 
favorable response to lodine therapy, 587 

erythematosus, disseminated, subacute, or 
evopic eczema, 557 


diagnosis, 546, 


chronic discoid, 469, 537, 


subacute ; 


erythematosus, disseminated, subacute or 
dermatitis medicamentesa from gold 
sodium thiosulphate; case for diagnosis, 
616 
erythematosus, disseminated, subacute, 
resembling psoriasis, 591 

erythematosus, disseminated, subacute, 


treated with streptomycin, 541 

erythematosus, disseminated, subacute, with 
renal involvement, 555 

erythematosus, disseminated, with ascites 
and normal urine in Negro woman aged 
47 years, 542 

erythematosus disseminatus, 499 
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Lupus—Continued 

erythematosus disseminatus in 43 year old 
full blooded American Negro man, 512 

erythematosus, eosinophilic granuloma of 
skin or drug eruption, 658 

erythematosus of eyelid; case for diagnosis, 

erythematosus or pigmented nevus, 750 

erythematosus; possible bizarre residuals 
of secondarily infected seborrheic derma- 
titis or lupus erythematosus, 538 

erythematosus; possible lupus erythema- 
tosus; case for diagnosis, 505 

erythematosus, subacute, 557 

erythematosus, subacute, with tendency to 
dissemination, 574 

erythematosus telangiectodes, *128 

erythematosus with calcinosis circumscripta, 
541 

miliaris disseminatus faciei, 526, 609 

miliaris disseminatus faciei or rosacea-like 
tuberculid of Lewandowsky; case for 
diagnosis, 617 

Pernio: See Sarcoidosis 

vulgaris, 639 

vulgaris; calciferol in treatment of cutane- 
ous tuberculosis, *690 

vulgaris; case for diagnosis, 508, 577 

vulgaris cured by Charpy’s method, 549 

vulgaris; lichen scrofulosorum developing 
during Charpy treatment for lupus vul- 
garis, 549 

vulgaris, questionable 
Charpy method, 537 

vulgaris treated by calciferol (vitamin De), 
508 


case treated with 


See also Leukemia, lymphatic ; 


Lymph Nodes: 
Mononucleosis,  Infec- 


Lymphosarcoma ; 
tious; ete. 
chronic erythroderma 
lymphadenopathy = or 
case for diagnosis, 455 
eosinophilic granuloma with simultaneous 
involvement of skin and bones, *372 
erythroderma associated with giant follicu- 
lar lymphadenopathy, 456 
generalized herpes zoster associated 
lymphatic leukemia, 529 
melanocarcinoma of foot with inguinal 
adenitis in woman age 69 years, 615 
Lymphadenopathy: See Lymph Nodes 
Lymphangioma and pericytoma; differential 
diagnosis, *202 
circumscriptum, 503, 612 
circumscriptum; case for diagnosis, 520 
Lymphatic System: See Lymph Nodes 
Lymphedema: See Edema 
Lymphoblastoma; case for 
580, 642 
chronic erythroderma with generalized lym- 
phadenopathy or lymphoblastoma; case 
for diagnosis, 455 
or drug eruption, 584 
erosions of umbilical region, histologically 
lymphoblastoma (pemphigus or lympho- 
blastoma) ; case for diagnosis, 458 
or lenticular parapsoriasis, 573 
or lichen planus, 503 
or sarcoidosis; case for diagnosis, 
or toxic nodular dermatitis, 575 
symphogranuloma: See Granuloma 
Benign: See Sarcoidosis 
Hodgkin's: See Hodgkin’s Disease 
Inguinale: See Granuloma inguinale 
Schaumann’s: See Sarcoidosis 
Lymphogranuloma Venereum, 469 


with generalized 
lymphoblastoma ; 


with 


484, 


diagnosis, 


470 
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Lymphoma: See Hodgkin’s Disease; Lympho- 
sarcoma; etc. 

Lymphosarcoma of skin, 647 

Lynch, F. W.: Benign pemphigus, 642 


J. H.: Blastomycosis (Gilchrist), 


McCreary, 
521 

Eosinophilic ;granuloma with 

involvement of skin and bones, 


MacDonald, R. 
*194 


simultaneous 
*372 
G.: Hemangiopericytoma, 


MacDonald, W. J.: Hemangioma, 647 
McEnery, E. T.: Congenital ectodermal 
fect; case for diagnosis, 506 
MacKee, George Miller, outstanding derma- 

tologist and loyal friend, *99 

tribute to Dr. George Miller MacKee from 
his pupils, associates and friends of New 
York Skin and Cancer Unit, *97 


Madura Foot: See Mycetoma 

Maier-Kussmaul Disease: See 
nodosa 

Majocchi’s Disease: 
telangiectodes 

Malformations: See under names of diseases, 
organs and regions, as Atrophy: Hair, 
abnormalities ; Scalp, abnormalities ; 
Skin, abnormalities; etc. 


Malnutrition: See Vitamins; 
Mammary Gland: See Breast 


Marmelzat, W. L.: Story of 
cupine men’; classic 
ichthyosis hystrix, *349 

Marsh, W. C.: Bacterid; 
649 

Medicine, Psychosomatic : 
and mind 

Meininger, W. M.: External use of ‘‘carbitol 
solvent,”’ ‘‘carbitol” and other agents, *19 

Melanin: See also Melanoma; Pigmentation 

blue nevus of eye and melanosis of temple 
due to contact with telephone receiver, 
550 

melanosis following roentgen therapy of 
pigmented nevus; case for diagnosis, 551 

melanosis (Riehl’s?); hyperpigmentation 
of face and arms, 749 

Melanocarcinoma of foot with inguinal adeni- 

tis in woman aged 69 years, 615 
with mestastases, 590 
Melanoma (8% months 
hemangioma, pyogenic 
tiocytoma, 615 
malignant, with 
changes of central 

Melanosis: See Melanin 

Menagh, F.: Chronic intercrural 
749 

Dermatitis medicamentosa 
arsphenamine, 749 

Dermatitis medicamentosa, 
arsenicals, 749 

Five cases of tinea capitis with apparent 
satisfactory response to treatment with 
ointment of copper undecylenate, 747 

Herpes zoster with Ramsey Hunt's 
drome, 748 

Hydroa vacciniformis in boy aed 13 years, 

9 

Melanosis 

of face 


de- 


Periarteritis 


See Purpura annularis 


etc. 


original ‘‘por- 
descriptions of 


case for diagnosis, 
See 


Mind, body 


534 
his 


postoperatively), 
granuloma or 


and 
538 


metastasis 
system, 


generalized 
nervous 


dermatitis, 


due to neo- 


fixed type, from 


Syn- 


(Riehl’s ?) ; 
and arms, 749 
Mycosis fungoides with ulcerated granu- 

lomas and psoriasiform placues, 747 
Sarcofdosis or tuberculosis in Negro, 749 
Severe hypoplastic anemia following arseni- 

eal therapy, 749 
Sudeck’s atrophy of right hand following 

herpes zoster, 748 


hyperpigmentation 
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Mental Diseases: 
neuroses; etc. 

Mercaptopropanol : See 
toxicity 

Mercer, S. R.: 


See Neuroses and Psycho- 
Dermatitis; Silver, 


Melanosis following roentgen 


therapy of pigmented nevus; case for 
diagnosis, 551 
Mesoderm and Mesodermal Tissues; com- 


bined ectodermal and mesodermal defect; 
Hand-Schiiller-Christian syndrome, 570 
Messina, S. J.: Generalized, progressive 

scleroderma, 654 

Granuloma annulare of hand or porokera- 
tosis, 647 

Nodular nonsuppurative 
extremities, 651 


Metabolism: See also 
phyrin Compounds 
para-aminobenzoic acid and 
olism, *191 
Metals: See Silver; etc. 
Therapy: See Ringworm; etc. 
Michelson, H. E.: Argyria uninfluenced by 
2,3-dimercaptopropanol (BAL), 642 
Calciferol in treatment of cutaneous tuber- 
culosis, *680 
Microsporon audouini; 
in tinea capitis 
audouini, *56 
audouini; tinea capitis due to combined 
infection with Microsporum audouini and 
Microsporum lanosum; report of case, 
#97 


panniculitis of 


Porphyrin and Por- 


indole metab- 


salicylanilide therapy 
caused by microsporon 


audouini; tinea capitis in woman aged 46, 
mother of 2 children with tinea capitis 
(Microsporon audouini type), 517 : 

lanosum; tinea capitis due to combined 
infection with Microsporum audouini and 
Microsporum lanosum; report of case, 
*27 


Milium, Colloid: See Skin 
Miller, A. J.: Histopathology of atopic der- 
matitis and characteristic atopic reaction 
to patch test, *728 
Miller, J. L.: Atrophic lichen planus; 
for diagnosis, 614 
Boeck’s sarcoid; extensive involvement of 
face, neck and arms, 617 
Early tertiary syphilis; case for diagnosis, 


case 


Epidermolysis bullosa, 615 
Extensive xanthoma of eyelids, 616 
Leukotrichia, 615 


Lupus erythematosus; case for diagnosis, 
616 
Lupus miliaris disseminatus faciei or 


rosacea-like tuberculid of Lewandowsky ; 
case for diagnosis, 617 
Macular atrophy, 615 
Necrobiosis lipoidica diabeticorum, 616 
Parapsoriasis; case for diagnosis, 617 
Pemphigus erythematosus (Senear-Usher), 
616 
Sarcoid follicular type; case for diagnosis, 
Secondary syphilis, 615 
Subacute disseminated lupus erythematosus 
or dermatitis medicamentosa from gold 
sodium thiosulphate; case for diagnosis, 
616 
Mind, body and mind; neurotic excoriations 
in patient with psychoneurosis, 617 
Mirovich, J. I.: Granuloma annulare, exten- 
sive, disseminated, 586 
Mitchell, J. H.: Acute disseminated lupus 
erythematosus successfully treated with 
penicillin, 512 : 
Nevus acneformis unilateralis, 534 
Regrowth of hair after second epilation for 
tinea capitis, 516 
Tuberculosis cutis verrucosa, 494 


Molds: See Fungi 
Moles: See Nevi 
Monilethrix: See Hair, diseases 
Moniliasis aphthae of mouth; case for diag- 
nosis, 540 
extensive trichophytosis of glabrous skin, 


generalized favus of scalp and glabrous 
skin, 620 

of mouth, 648 

of mouth, larynx, 1 finger and vagina, 647 

seborrheic dermatitis or psoriasis, 572 

Montgomery, H.: Acne conglobata, 629 

Acrosclerosis, 633, 634 

Acrosclerosis ; Raynaud’s 
scleroderma, 633 

Actinomycosis and tuberculosis, 620 

Blastomycosis with cutaneous, scrotal and 
prostatic involvement, 621 

— discoid lupus erythematosus, 542, 
63 

Epidermolysis bullosa ; 

Erythema induratum, 

Erythroderma; leukemic reticuloendothe- 
— (monocytic leukemia of Shilling), 
6 

Favus of scalp, 619 

Hidradenitis suppurativa, 630 

Lipid proteinosis, 625 

Lupus vulgaris, 639 

Moniliasis ; extensive 
glabrous skin, 619 

Moniliasis; generalized favus of scalp and 
glabrous skin, 620 

Mycosis fungoides, 623, 624 

Mycosis fungoides; toxic erythroderma, 623 

Mycosis fungoides with poikiloderma-like 
changes, 623 

Pseudoxanthoma elasticum, 628 

Ragweed dermatitis, 640 

Subacute disseminated lupus erythematosus ; 
alopecia totalis, 637 

Thromboangiitis obliterans, 631, 632 

Tuberculid; case for diagnosis, 638 

Xanthoma diabeticorum, 626 

X#iithomatous biliary cirrhosis (Birger and 
Griitz cutaneous and mucosal lipoid- 
osis) ; xanthoma tuberosum, secondary to 
a disease (obstructive jaundice), 
6 


disease with 


colloid millium, 629 


trichophytosis of 


Montgomery, R. M.: Acrodermatitis chronica 

atrophicans or myxedema, 616 

Ainhum, 614 

Ainhum in Cuban Negro, 615 

Dermatomyositis, 615 

Erythroplasia of Queyrat with epithelioma- 
tous changes, 617 

Hypertrophic lichen planus, 616 

Leukotrichia annularis, 615 

Mosaic warts, 614 

Psoriasis, 615 

Ringed hair ; 


Morphea: See 


report of case, *177 
Scleroderma 


Morris, G._ E.: Feneralized, progressive 
scleroderma, 654 
Morrow-Brooke’s Disease: See Keratosis 


follicularis 
Mouth: See also Stomatitis; ete. 
moniliasis aphthae of; case for diagnosis, 
540 


moniliasis of, 648 

moniliasis of mouth, larynx, 1 finger and 
vagina, 647 

pachyonychia congenita with keratoderma 
of palms and soles and leukoplakia oris, 
608 

pemphigus of; case for diagnosis, 583 

periadenitis mucosa necrotica recurrens, 543 

Mucous Membranes; psoriasis of hypo- 

pharynx, *241 

yellowing of skin, mucous membrane lesions 
auc nail changes due to quinacrine hydro- 
chioride (atabrine®), 595 
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Mycetoma; madura foot in American Negro 
from Tennessee, 524 
Mycosis: See also Actinomycosis; Blasto- 

mycosis; Moniliasis; Mycetoma; Ring- 
worm; Stomatitis, parasitic; Tinea; etc. 

fungoides, 503, 537, 623, 624, 647, 658 

fungoides; chronic dermatitis resembling 
mycosis fungoides, 646 

fungoides associated with parapsoriasis en 
plaques, 603 

fungoides; case for diagnosis, 555 

fungoides or erythema annulare centrifu- 
gum, 468 

fungoides, plaque type, 641 

fungoides (plaques and tumors), 561 

fungoides, toxic erythroderma, 623 

fungoides with histologic picture of reticu- 
lum cell sarcoma, 597 

fungoides with poikiloderma-like changes, 
623 

fungoides with ulcerated granulomas and 
psoriasiform plaques, 747 

scrofuloderma or mycotic infection; case 
for diagnosis, 561 


Myxedema, localized, 525 
or acrodermatitis chronica atrophicans, 616 


Nails, abnormalities; pachyonychia congenita 
with keratoderma of palms and soles and 
leukoplakia oris, 608 

diseases; dystrophia unguium (psoriasis of 
nails?), 612 

diseases; koilonychia with dystrophic nail 
changes following gastric resection, 489 

onychomadesis, 489 

sporotrichosis; localized lymphangitis type 


following hangnail which became infected , 


while patient was working in garden, 523 
transverse net in diagnosis of onychomy- 
cosis, *385 
yellowing of skin, mucous membrane lesions 
and nail changes due to quinacrine 
hydrochloride (atabrine®), 595 
Naphuride®: See Lupus erythematosus 
Neck, abnormalities; pterygium colli (Bone- 
vie-Ulrich syndrome), 516 
Boeck’s sarcoid; extensive involvement of 
face, neck and arms, 617 
late stage lupus erythematosus of; atypical 
lupus. erythematosus of arm, 5 
lichen sclerosis et atrophicus, widespread 
on neck, trunk, vulva and folds of body, 
564 
linear scleroderma (en coup de sabre) of 
back of neck in 10 year old boy, 576 
scalp and axillas; chronic benign familial 
pemphigus (Hailey-Hailey), 603 
tuberculosis cutis with extensive ulceration 
of chest wall, neck and ear; case for 
diagnosis, 508 
Necrobiosis: See Skin, diseases 
Negroes; lupus erythematosus disseminatus 
in 43 year old full blooded American 
Negro man, 512 
nevoxanthoendothelioma in, 484 
Neoarsphenamine: See Arsphenamines 
Therapy: See Penis 
Neoplasms: See Cancer; Sarcoma; Tumors 
Nerves: See also Nervous System; Neuritis 
oculomotor nerve palsy following lumbar 
puncture, 594 
Nervous System: See also Nerves; etc. 
linear scleroderma; association with ab- 
normalities of spine and nervous system, 
*1 


malignant melanoma with generalized 
metastasis and changes of central nervous 
system, 538 
Syphilis: See Neurosyphilis 
Net, transverse, in diagnosis of onychomycosis, 
385 
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Netherton, E. W.: 

asteroides), 565 

Lichen sclerosis et atrophicus, widespread 
on neck, trunk, vulva and folds of 
body, 564 

Lichen spinulosus, 555 

Macular eruption apparently due to allo- 
phen® (contains aloin, extract of bella- 
donna, ipecac and phenolphthalein), 564 

Necrobiosis lipoidica (no evidence of dia- 
betes), 564 

Syphilitic gumma of scalp simulating 
bromoderma and blastomycosis, 562 

Syphilitic superficial sclerosing glossitis ; 
neurosyphilis, 564 


Neuhauser, I.: Epidermolysis bullosa; ac- 

quired type, 484 

Favus of scalp in woman of 27 born in 
Chicago, 552 

Hyperhidrosis, 524 

Lichen sclerosus et atrophicus with in- 
volvement of vulva, 507 

Neuritis (arsenic) and dermatitis medica- 
mentosa; dermatitis herpetiformis, 599 


Neurodermatitis, 577 
atopic eczema, or 


Actinomycosis (Nocardia 


subacute disseminate 


lupus erythematosus, 557 

atopic eczema accompanied with juvenile 
cataracts, 596 

disseminata, 
647 


psoriasis or  parapsoriasis, 


extensive lichenification of perineum, penis 


and scrotum, 503 
Neurofibromatosis, extensive, 555 
multiple congenital defects; von Reckling- 
hausen’s disease, 522 
von Recklinghausen’s disease, 646 


Neuroses and Psychoneuroses; neurotic ex- 
coriations in patient with psychoneurosis, 
617 

Neurosyphilis; amyotrophic lateral sclerosis, 


ao 

syphilitic superficial sclerosing  glossitis, 
564 

Nevi: See also Angioma 

blue nevus of eye and melanosis of temple 
due to contact with telephone receiver, 
550 

herpes gestationis or pigmented nevus of 
foot, 557 

lichen planus or linear nevus; 
diagnosis, 460 

linear nevus, 476 
linear nevus (ichthyosis hystrix), 745 

melanosis following roentgen therapy of 
pigmented nevus; case for diagnosis, 551 

nevus acneformis unilateralis, 534 

nevus-araneus-like telangiectases with pal- 
mar erythema, 492 

nevus cerebriformis of scalp in 14 year 
old boy, 577 

nevus comedcnicus unilateralis, 534 

nevus epitheliomatocylindromatosus ; epithe- 
lioma (7?) clinically, 587 

nevus flammeus, 591 

nevus, intracutaneous with secondary in- 
fection, 616 

nevus or localized scleroderma, 577 

pigmented nevus or lupus erythematosus, 
750 


case for 


nevus pigmentosus, 567 

nevus pigmentosus et pilaris, 569 

nevus unius lateris, keratotic type (‘‘ich- 
thyosis hystrix’’), 570 

nevus unius lateris with microscopic pic- 
ture of psoriasis, 599 

turban tumors (nevus epitheliomata-cylin- 
dromatosus plus sebaceous cysts) in man 
aged 68 years, 517 

Vascular: See Angioma; Telangiectasia 

vitiligo with raised borders, *149 

woolly hair nevus, 643 


Sg are 
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Nevoxanthoendothelioma, 484 
numerous tumors on scalp and trunk, 643 
Newborn Infants: See Infants, newborn 


Newman, B. A.: Dermatitis herpetiformis in 
patient who did not tolerate sulfapyridine, 
7 


577 
Thrush, persisting for 15 years, 588 


Newton, H. D.: Keratosis palmaris et plan- 
taris, acquired (vitamin A _ deficiency), 
586 

Nicolas-Favre Disease: See Lymphogranu- 
loma Venereum 

Nipples: See Breast 

Nisbet, T. W.: Psoriasis, generalized, with 
extensive oral lesions, 576 


Nitrobenzene and aniline; cross sensitiza- 


tions among certain derivatives of, *280 


Nodes: 
Nodes ; 


etc. 
Hodgkin’s disease of skin; ulcerated nodules, 
51 


See also Erythema nodosum; Lymph 
Panniculitis; Rheumatic Fever ; 


areas of 


5 
lymphoblastomatous nodules in s 
462 


acrodermatitis chronica atrophicans, 
Nodules: See Nodes 
Nomenclature; keratosis pilaris rubra atro- 
phicans faciei; report of case, 
localized myxedema, 525 
lupus erythematosus telangiectodes, *128 
micropapular tuberculid and rosacea ; 
clinical and histologic comparison, *286 
porphyric bullous dermatosis, *357 
recurrent herpetiform dermatitis 
report of case, *398 
some dermatologic eponyms, 696 
transverse net in diagnosis of 
cosis, *385 
vitiligo with raised borders, *149 
Norris, M. N.: Noduloulcerative 
sporotrichosis or tularemia, 572 
Parapsoriasis or angioma serpiginosum, 586 
Novy, C. A.: Subacute disseminated lupus 
erythematosus treated with streptomycin, 
541 
Nurses and 
associated 
466 
Nutrition: See also Food; 
plasma protein and dermatitis ; 
report, *314 
Nylon; dermatitis 
popliteal areas, 


repens ; 


onychomy- 


syphilid ; 


apparently 
arsenicals, 


Nursing; pruritus 
with proximity to 


Vitamins; etc. 
preliminary 
and 


venenata of feet 


609 


Acrodermatitis chronica 
type, with fascial 


Obermayer, M. E.: 
atrophicans, nodular 
involvement, 587 

Trichophytic granuloma with 
lesions; case for diagnosis, 570 
Urticaria pigmentosa in girl aged 2, 572 


bullous 


OBITUARIES: 
Corlett, William 
Pinkus, Felix, 92 


Occupational Dermatitis : 
eases 
Odors; new body deodorant; its nonallergenic 
properties and usefulness, *451 
Oidiomycin, Therapy: See Pityriasis rosea 
Ointments; external use of ‘‘carbitol solvent,’ 
“carbitol” and other agents, *19 
five cases of tinea capitis with apparent 
satisfactory response to treatment with 
ointment of copper undecylenate, 747 
streptomycin ointment in treatment of 
sycosis vulgaris, 741 
O’Leary, P. A.: Acne conglobata, 629 
Acrosclerosis, 633, 634 
Acrosclerosis ; Raynaud’s 
scleroderma, 633 


Thomas, 88 


See Industrial Dis- 


disease with 
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O’Leary, P. A.—Continued 
Actinomycosis and tuberculosis, 620 
Blastomycosis with cutaneous, scrotal and 
prostatic involvement, 621 
Chronic discoid lupus erythematosus, 542, 


Epidermolysis bullosa; colloid millium, 629 

Erythema induratum, 638 

Erythroderma; leukemic reticuloendotheli- 
osis (monocytic leukemia of Shilling), 


Favus of scalp, 619 

Hidradenitis suppurativa, 630 

Lipid proteinosis, 625 

Lupus vulgaris, 639 

Moniliasis; extensive 
glabrous skin, 619 

Moniliasis; generalized favus of scalp and 
glabrous skin, 620 

Mycosis fungoides, 623, 624 

Mycosis fungoides; toxic erythroderma, 623 

Mycosis fungoides with poikiloderma-like 
changes, 623 

Pseudoxanthoma elasticum, 628 

Ragweed dermatitis, 640 

Subacute disseminated lupus erythematosus ; 
alopecia totalis, 637 

Thromboangiitis obliterans, 631, 

Tuberculid; case for diagnosis, 

Xanthoma diabeticorum, 626 

Xanthomatous biliary cirrhosis (Butirger 
and Griitz cutaneous and mucosal lipoido- 
sis); xanthoma tuberosum, secondary to 
hepatic disease (obstructive jaundice), 627 

Oliver, E. A.: Chancre on cheek, 520 

Chronic discoid lupus erythematosus 
chilblain lupus, 499 

Eosinophilic leukemia, 547 

—eo leukemia; case for diagnosis, 
51 


trichophytosis of 


632 
638 


with 


Extensive lichenification of perineum, penis 
and scrotum, 503 
Lymphangioma_ circumscriptum ; 
diagnosis, 520 
Lymphoblastoma 
Melanoma (8% 
534 
Panarteritis, 530 
Pityriasis rubra pilaris; case for diagnosis, 


case for 


or lichen planus, 503 
months postoperatively), 


489 
Sareoid, 471 
Sturge-Weber syndrome, 
Tuberculous granulomatous lesions on right 
leg; case for diagnosis, 546 
Turban tumors (nevus epitheliomata- 
cylindromatosus plus sebaceous cysts) in 
man aged 68 years, 517 
Omens, D. V Acute disseminated 
erythematosus with relapse in 
aged 28, 499 
Boeck’s sarcoid, 472, 526 
Boeck’s sarcoidosis with 
tuberculosis, 509 
Disseminated lupus’ erythematosus’ with 
ascites and normal urine in Negro woman 
aved 47 years, 542 
Exfoliative dermatitis of 
Hidradenitis suppurativa, 
Lichen planus, 487 
Lichen striatus, 487 
Paransoriasis en plaques (Brocq). 539 
Pityriasis rubra pilaris; case for diagnosis, 
525 
Pyoderma facialis, 510 
Ulerythema pyogenicum, 
Omens, H. D.: Acute 
erythematosus’ with 
aged 28, 499 
Roeck’s sarcoid, 
Boeck’s sarcoidosis 
tuberculosis, 509 
Disseminated lupus’ erythematosus’ with 
ascites and normal urine in Negro woman 
aved 47 years, 542 
Exfoliative dermatitis of 500 


552 


lupus 
woman 


active pulmonary 


newborn, 500 
498 


538 
disseminated 
relapse in 


lupus 
woman 


472, 526 


with active pulmonary 


newborn, 
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Omens, H. D.—Continued 
Hidradenitis suppurativa, 498 
Lichen planus, 487 
Lichen striatus, 487 
Parapsoriasis en plaques (Brocq), 539 
Pityriasis rubra pilaris; case for diagnosis, 
525 
colli 


(Bonnevie-Ulrich syn- 


Pterygium 
drome), 516 
Pyoderma facialis, 510 
Ulerythema pyogenicum, 538 
Onychomadesis: See Nails 
Onychomycosis: See Nails 
Oppenheim, M.: Erythema figuratum per- 
stans or erythema annulare centrifugum 


(Darier), 489 
Generalized telangiectases following use of 


pyribenzamine,® 53 
Xanthoma tuberosum, 500 
Oriental Sore: See Leishmaniasis 
Ormsby, O. S.: Juvenile xanthoma, 536 
Lupus miliaris disseminatus faciei, 526 
Periarteritis nodosa, 530 
Poikiloderma or parapsoriasis, 552 


Osler-Weber-Rendu Disease: See Telangiec- 
tasia 
Osteoma cutis; report of case, *168 


Pachyonychia: See Nails, abnormalities 

Palmer, A. E.: Plasma protein and derma- 
titis; preliminary report, *314 

Palsy: See Paralysis 

Panniculitis, nodular nonsuppurative, of ex- 
tremities, 651 

Paraffinoma of buttocks and back, 514 


Paralysis; oculomotor nerve palsy following 
lumbar puncture, 594 
Parkes-Weber Syndrome: See Panniculitis 


Parapsoriasis, 614 

ease for diagnosis, 617 

en plaques, 560 

en plaques associated with mycosis fun- 
goides, 603 

en plaques (Brocq), 539, 646 

lenticular, or lymphoblastoma, 573 

angioma serpiginosum, 586 

or poikiloderma, 552 

pityriasis lichenoides et varioliformis acuta, 
pemphigus vegetans or dermatitis herpeti- 
formis, 658 

psoriasis or 
647 

varioliformis in woman aged 65 years, 559 


Parasitosis; trichonodosis; report of case, 
*238 


neurodermatitis disseminata, 


Parotitis, iododerma, and incipient ‘‘iodism,”’ 
592 


Patch Test: 
Pediatrics : 


Pemphigus: 
benign, 642 
chronic benign familial (Hailey-Hailey) of 
axillas, neck and scalp, 603 

chronic, of 1 year’s duration, 564 

erosions of umbilical region, histologically 
lymphoblastoma (pemphigus or lympho- 
blastoma); case for diagnosis, 458 

erythema multiforme type lesions due to 
toxic foci, pemphigus, epidermolysis 
bullosa acquisita or eruption due _ to 
drugs, 586 

erythematodes 
56 

erythematosus (Senear-Usher), 616 

erythematosus (Senear-Usher syndrome), 
490 

erythematosus (Senear-Usher type), 475 

familial benign chronic; rapid improvement 

with penicillin therapy, *80 


See Anaphylaxis and Allergy 
See Children; Infants; etc. 
See also Epidermolysis bullosa 


(Senear-Usher syndrome), 
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Pemphigus—Continued 

familial benign chronic pemphigus (Hailey 
and Hailey), 468 

Herxheimer reactions in penicillin treat- 
ment of syphilis in pregnancy, *735 

of mouth; case for diagnosis, 583 

psoriasiform syphilid with delayed positive 
serologic reaction caused by use of peni- 
cillin before diagnosis, 569 

vegetans, 557 

vegetans, dermatitis herpetiformis, or pity- 
— lichenoides et varioliformis acuta, 
58 


vulgaris of 5 years’ duration, 465 

severe reaction to, * 

solutions; eczematous contact 
following preparation of, 468 


dermatitis 


Therapy: See Lupus erythematosus; Pem- 
phigus; Syphilis 
Penis; balanitis xerotica obliterans, 607 


epithelioma of glans penis; case for diag- 
nosis, 508 
erythroplasia, 615 
erythroplasia of Queyrat or granuloma in- 
guinale; case for diagnosis, 557 
erythroplasia of Queyrat; report of 10 
cases [treated by neoarsphenamine], *184 
erythroplasia of Queyrat with epitheli- 
omatous changes, 617 
perineum and scrotum, 
fication of, 503 
Periadenitis Mucosa 
See Mouth 
Periarteritis nodosa, 530 
nodosa; bacterid; case for diagnosis, 649 
Perineum ; hidradenitis suppurativa of axillas, 
inguinal region and perineum, 557 
penis and scrotum, extensive lichenification 
of, 503 
Periphlebitis nodularis, necrotizing; case for 
diagnosis, 469 
Pernio: See Chilblains 
Persky, B.: Darier’s disease; improvement 
after consumption of butter but not vita- 
min A capsules, 564 
Sarcoidosis, 562 
Xanthoma tuberosum multiplex, 564 


extensive licheni- 


Necrotica Recurrens: 


Perspiration: See under Sweat Glands 
Peterkin, G. A. G.: Textile dermatitis in 
men, *249 


Phakomatoses: See Sclerosis, tuberous 

Phalanges: See Fingers and Toes 

Pharynx; case for diagnosis, 543 

psoriasis of hypopharynx, *241 

Phenobarbital: See Barbital and Barbital 
Derivatives 

Phenolphthalein and Phenolphthalein Deriva- 
tives; macular eruption apparenily due 
to allophen® (contains aloin, extract of 
belladonna, ipecac and phenolphthalein), 
564 

Phenylenediamine; cross sensitizations among 
certain local anesthetics and para-phenyl- 
enediamine, *278 


hese A. J.: Lepra in Puerto Rican man, 


Philips Tube: See Apparatus 
Photosensitization: See under Light 
Phthisis: See Tuberculosis, pulmonary 
Physicians: See Obituaries; etc. 


Pigmentation : See also Hair; Melanin; 
Nevi; Schamberg’s Disease; etc. 
incontinentia pigmenti, 467, 468 

melanosis (Riehl’s?); hyperpigmentation of 


face and arms, 749 
Pili Annulati: See Hair, abnormalities 
Pines, C.: Chronic erythroderma with gen- 


eralized lymphadenopathy or lymphoblas- 
toma ; 


ease for diagnosis, 455 
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Pines, C.—Continued 
Erythroderma associated with giant follicu- 
lar lymphadenopathy, 456 
Granuloma inguinale in fossa navicularis 
urethrae, 465 
Pinne, G.: Blue nevus of eye and melanosis 
of temple due to contact with telephone 
receiver, 550 
Generalized progressive 
unusually extended 
sympathectomy, 484 
Pinta, White: See Vitiligo 
Pituitary Body; hyperpituitarism 
with cutis verticis gyrata, 484 
Pityriasis, Lichenoides: See Parapsoriasis 
rosea; treatment with nonspecific sub- 


with 
after 


scleroderma 
ulcerations 


associated 


stances (trichophyton extract, oidiomycin, 
staphylococcus toxoid and 
1 


lactalbumin), 


rosea with involvement of face, 500 
rubra pilaris, 477 
rubra pilaris; case for diagnosis, 489, 525 
rubra pilaris with unsatisfactory response 
to vitamin A therapy, 612 
Plasma: See Blood 
Pocock, H. D., Jr.: 
diagnosis, 557 
Poikiloderma atrophicans vascular, 746 
in boy aged 15 years, 743 
of Civatte or lichen planus, 557 
or generalized dermatitis atrophicans, 
or parapsoriasis, 552 
reticulare (Civatte), 652 
vasculare atrophicans, 493 
Poisons and Poisoning: See under names of 
substances 
Poliosis: See Hair, color of 
Pollen: See Ragweed 
Pollock, J. H.: Extracellular cholesterosis 
with pulmonary involvement, *206 
Familial benign chronic pemphigus (Hailey 
and Hailey), 468 
Popper, M.: Recurrent herpetiform derma- 
titis repens; report of case, *398 
Poradenitis : See Lymphogranuloma 
ereum 
Porokeratosis: See Keratosis 
Porritt, R. J.: Neurocutaneous leprosy, origi- 
nating in tattoo, 750 
Porphyria: See Porphyrin and Porphyrin 
Compounds 
Porphyrin and Porphyrin Compounds; 
phyric bullous dermatosis, *357 
Pregnancy; case for diagnosis, 559 
Herxheimer reactions in penicillin treat- 
ment of syphilis in pregnancy, *735 
“Prell” shampoo, dermatitis from; report of 
case, 354 
Printz, D. R.: Parapsoriasis en plaque, 560 
Promin®: See Tuberculosis 
Prostate; blastomycosis with cutaneous, scro- 
tal and prostatic involvement, 621 
Proteinosis, Lipid: See under Lipoids 
Proteins in Blood: See Blood, proteins 
Pruritus ; aminophylline as antipruritic agent; 
comparison with certain other theophylline 
salts, *47 
apparently associated 
arsenicals, 466 
dermatitis of hands due to ingested aller- 
gens, *335 
Psoriasis, 615 
and epithelioma, relation 
arthropathica, 475 
generalized, with extensive oral lesions, 576 
guttata (secondary psoriasiform syphilis?), 
599 
incidence of, 746 


Syphiloderm; case for 


597 


Ven- 


por- 


with proximity to 


between, *162 
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Psoriasis—Continued 

nevus unius lateris with 
ture of psoriasis, 599 

of hypopharynx, *241 

of nails; dystrophia unguium, 612 

or lichen planus (hypertrophic type 
bullae), 647 

or oe dermatitis ; case for diagnosis, 


microscopic pic- 


with 


parapsoriasis or neurodermatitis dissemi- 
nata, 647 
psoriatic erythroderma, epitheliomatous 
changes and wartlike growths, *154 
pustular, or acrodermatitis continua, 520 
seborrheic dermatitis or moniliasis, 572 
squamous psoriasiform, fixed drug eruption; 
case for diagnosis, 561 
subacute disseminated lupus erythematosus 
resembling psoriasis, 591 
with hyperkeratosis of palms 
(arsenical?), 520 
Psychoneurosis: See Neuroses and 
neuroses 
Psychoses : 
roses 
Psychosomatic 
and mind 
Pterygium Colli: See Neck, abnormalities 
Purpura annularis telangiectodes; acroderma- 
titis chronica atrophicans, Majocchi’s dis- 
ease or telangiectasis, 601 
Pyoderma facialis, 510 
faciale (O’Leary), 483 
Pyribenzamine,® generalized 
following use of, 532 


and _ soles 


Psycho- 


See Neuroses and Psychoneu- 


Medicine: See Mind, body 


telangiectases 


Quinacrine: See Acridine Dyes 

Quinoline and Quinoline Derivatives; vioform 
in dermatologic therapy, with particular 
reference to its use in different vehicles, 


Quinones: See Hydroquinone 
Races: See Negroes; etc. 
Radiations: See Roentgen Rays; etc. 
Radiodermatitis: See Roentgen Rays 
Ragweed dermatitis, 640 
Ramsey Hunt Syndrome: 
Ranquist, R. C.: Keratosis follicularis ; 
for diagnosis, 492 
Lichen urticatus; case for diagnosis, 477 
Sarcoidosis, 471 
Subacute disseminated lupus erythematosus 
treated with streptomycin, 541 
Vitiligo, 482 
Rattner, H.: Acute disseminated lupus eryth- 
ematosus, 528 
Carcinomatosis of breast, 498 
Dermatitis atrophicans; case for diagnosis, 
7 


* 


See Herpes zoster 
case 


Exfoliative dermatitis (lipomelanotic reticu- 
losis?), 527 

Hodgkin’s disease of 
nodules, 514 

Necrobiosis lipoidica diabeticorum, 

Nevoxanthoendothelioma, 484 

Sarcoidosis, 526 

Superficial epitheliomatosis, 497 

Turban tumors (nevus epitheliomata-cylin- 
dromatosus plus sebaceous cysts) in man 
aged 68 years, 517 

Unusually extensive xanthcmatosis, 510 

Urticaria pigmentosa, 503 

Rauschkolb, J. E.: MHerxheimer reactions in 

penicillin treatment of syphilis in preg- 
nancy, *735 

Late cutaneous syphilis 

Raynaud’s Disease, 605 
gangrene of toes due to, 658 
with scleroderma; acrosclerosis, 


skin ; ulcerated 


520 


(gumma), 559 


633 
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Recklinghausen’s Disease: See Neuro- 
fibromatosis 
Rein, C. R.: Epidermolysis bullosa heredi- 
taria treated with antireticular cytotoxic 
serum, 461 
Lichen planopilaris, 460 
Lichen planus or linear nevus; 
diagnosis, 460 
Lymphoblastomatous nodules in areas of 
acrodermatitis chronica atrophicans, 462 
Severe reactions to penicillin, *83 
Rendu-Osler-Weber Disease: See Telangiec- 
tasia 
Reticuloendothelial System ; eosinophilic 
granuloma and _ Letterer-Siwe disease ; 
differential diagnosis, 372 
erythroderma; leukemic reticuloendotheli- 
cm (monocytic leukemia of Shilling), 
6 
exfoliative dermatitis (lipomelanotic reticu- 
losis?), 7 
Reticuloendotheliosis : 
lial System 
Reticulosis: See Reticuloendothelial 


von 


case for 


See Reticuloendothe- 


System 
Chronic intercrural dermatitis, 


Reyner, C. E.: 
749 


Dermatitis medicamentosa due 
sphenamine, 749 

Dermatitis medicamentosa, fixed type, from 
arsenicals, 749 

Five cases of tinea capitis with apparent 
satisfactory response to treatment with 
ointment of copper undecylenate, 747 

mee zoster with Ramsey Hunt’s syndrome, 

g 


to neoar- 


= vacciniformis in boy aged 13 years, 
9 


Melanosis (Riehl’s?) ; 
of face and arms, 749 

Mycosis fungoides with ulcerated granu- 
lomas and psoriasiform plaques, 747 

Sarcoidosis or tuberculosis in Negro, 749 

Severe hypoplastic anemia following arsen- 
ical therapy, 749 

Sudeck’s atrophy of right hand following 
herpes zoster, 

Rheumatic Fever; 

Rhinophyma, 603 

Riley, K. A.: Granuloma pyogenicum ; 
of unusual case, *85 

Ringworm: See also Favus; Tinea; Tricho- 
phytosis; etc. 

5 cases of tinea capitis with apparent sat- 
isfactory response to treatment with oint- 
ment of copper undecylenate, 749 

regrowth of hair after second epilation for 
tinea capitis, 516 

salicylanilide therapy in tinea capitis, *56 

tinea capitis due to combined infection 
with Microsporum audouini and Micro- 
sporum lanosum; report of case, *27 

tinea capitis in 13 year old girl, 606 

tinea capitis in woman aged 46, mother 
of 2 children with tinea capitis (Micro- 
sporon audouini type), 517 

Ritter’s Disease: See Dermatitis, exfoliative 

Robbins, S. J.: Favus in rural community 
of New York, *180 

Robin, H.: Acute disseminated lupus erythe- 
matosus, 528 

Dermatitis atrophicans ; 
487 

Exfoliative dermatitis (lipomelanotic reticu- 
losis?), 527 

Hodgkin’s disease of 
nodules, 514 

Nevoxanthoendothelioma, 484 


hyperpigmentation 


rheumatic nodules, 646 


report 


case for diagnosis, 


skin ; ulcerated 
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Robin, H.—Continued 
Pityriasis rubra pilaris, 
Sarcoidosis, 526 
Scleredema adultorum, 533 
Unusually extensive xanthomatosis, 

Robin, M. R.: Monilethrix, 493 

Roentgen Rays, apparatus; contact 

therapy, *118 
melanosis following roentgen therapy of 
pigmented nevus; case for diagnosis, 551 
radiodermatitis of face, 552 
salicylanilide therapy in tinea capitis, *56 
Therapy: See also under names of organs, 
regions and diseases, as Epithelioma; 
Hemangioma; Verruca; etc. 
Ronchese, F.: Dermatitis factitia ; 
diagnosis, 647 
Rosacea: See Acne rosacea 
Rosen, I.: Bromoderma; case for diagnosis, 
595 
Parapsoriasis en 
mycosis fungoides, 
Sarcoidosis, 610 
Subacute disseminated lupus erythematosus 
resembling psoriasis, 591 
Rostenberg, A., Jr.: Lichen nitidus, 493 
Rothman, S.: Blastomycosis (Gilchrist), 521 
Blue nevus of eye and melanosis of temple 
due to contact with telephone receiver, 
550 

Bowen's disease, 502 

Dermatitis herpetiformis, 546 

Drug eruption; case for diagnosis, 520 

Generalized progressive scleroderma with 
unusually extended ulcerations after sym- 
pathectomy, 484 

Idiopathic macular atrophy, 549 

Koilonychia with dystrophic nail changes 
following gastric resection, 489 

Lichen scrofulosorum developing during 
Charpy treatment for lupus vulgaris, 54» 

Lupus erythematosus, subacute, disseminat- 
ed, 481 

—_ vulgaris cured by Charpy’s method, 
549 


477 


510 


roentgen 


case for 


plaques associated with 


603 


Monilethrix, 493 
Morphea, 529 
Morphea and cutis hyperelastica, 529 
Multiple epithelial cysts, 536 
Nevus commedonicus unilateralis, 534 
Poikiloderma vasculare atrophicans, 493 
Pseudoxanthoma elasticum, 524 
Psoriasis arthropathica, 475 
Pustular psoriasis or acrodermatitis 
tinua, 520 
Pyoderma faciale (O'Leary), 483 
Superficial localized scleroderma, 494 
Terebrating basal cell epithelioma (inter- 
mediate cell type), 483 
Rubber; leukoderma produced by antioxidants ; 
report of cases, *215 
allergic contact dermatitis due to rubber, 
with special reference to latex, *405 
gloves, contact dermatitis from? 598 
Rubin, G.: Lingua geographica; case 
diagnosis, 465 
Rubin, L.: Linear scleroderma; association 
with abnormalities of spine and nervous 
system, *1 


con- 


for 


Sachs, P. M.: Erythroplasia of Queyrat; re- 
port of 10 cases, *184 
Sachs, W.: Erythroplasia of Queyrat; report 
of 10 cases, *184 ; 
Lupoid sycosis, 458 
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Salicylanilide Therapy: See Ringworm 
Salts, Iodized: See Iodine and Iodine Com- 
pounds 
Sarcoid: See Sarcoidosis 
Sarcoidosis, 471, 526, 610 
Boeck’s sarcoid, 466, 472, 526, 562 
Boeck’s sarcoid; extensive involvement of 
face, neck and arms, 617 


Boeck’s, with active pulmonary tubercu- 
lesis, 509 
chronic ‘iscoid lupus erythematosus with 


chilblain lupus, 499 
granuloma annulare or sarcoid of Boeck; 
ease for diagnosis, 570 
leprosy or sarcoid, 597 
lichen planus or lichenoid sarcoid, 595 
lupus erythematosus associated with lupus 
pernio, 457 
f skin, 647 
r lymphoblastoma; case for diagnosis, 470 
or scleroderma; case for diagnosis, 652 
or tuberculosis in Negro, 749 


o 6 


or tuberculosis of skin in Negro woman, 
537 

papulonecrotic tuberculid of lower ex- 
tremities (sarcoid?), 605 


sarcoid, 471 
sarcoid, follicular type; case for diag osis, 
615 


sarcoid of Boeck, folliculitis keloidalis or 
late latent syphilis cured or arrested, 
557 

with involvement of skin and lungs, 466 

See also Cancer; Fibrosarcoma ; 


Sarcoma : 
Tumors; etc. 


Lymphosarcoma ; 


angiosarcoma and pericytoma; differential 
diagnosis, *204 
Kaposi’s multiple hemorrhagic (no re- 


sponse to many types of treatment in- 
cluding nitrogen mustard), 554 
Kaposi’s, or lichen planus atrophicus, 605 
multiple idiopathic hemorrhagic, 746 
reticulum cell, mycosis fungoides with his- 
tologic picture of, 597 
Sawicky, H. H.: Severe reactions to penicil- 
lin, *83 
Seabies; lichen urticatus syndrome as mani- 
festation of sensitivity to bites from 
various species of arthropods, *74 
Scalp, abnormalities; cutaneous horn of 
scalp, 5 em. in length, 525 
alopecia prematura or cutis verticis gyrata, 


535 


atrophy of; case for diagnosis, 476 

axillas and neck; chronic benign familial 
pemphigus (Hailey-Hailey), 603 

dermatitis from ‘Prell’’ shampoo, *354 

Diseases: See under names of diseases 
as Ringworm; ete. 

favus, 619 


favus in rural community of New York, 
*180 

favus in woman of 27 born in Chicago, 552 

keloid present at birth, 482 

moniliasis; generalized favus of scalp and 
glabrous skin, 620 

nevoxanthoendothelioma; numerous tumors 
on scalp and trunk, 643 

nevus cerebriformis in 14 
577 

ringed hair; 


year old boy, 
report of case, *177 
syphilitic gumma_ simulating bromoderma 
and blastomycosis, 562 
Schamberg’s Disease; angioma serpiginosum, 
65 


Schaumann’s Disease: See Sarcoidosis 

Scheer, M.: Chronic benign familial pem- 
phigu: (Hailey-Hailey) of axillas, neck 
and scalp, 603 
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Scheer, M.—Continued 
Leprosy or sarcoid, 597 
Lichen planus atrophicus or Kaposi’s sar- 
coma, 605 


Tuberculid; case for diagnosis, 592 


Schoch, E. P., Jr.: Micropapular tuberculid 
and rosacea; clinical and _ histologic 
comparison, *286 


Schonberg, I. L.: Darier’s disease; improve- 
ment after consumption of butter but 
not vitamin A capsules, 564 

Sarcoidosis, 562 

Schorr, H.: Case for diagnosis, 543 

aed on terminal phalanges; 2 cases, 

case for diagnosis, 508 

case for diagnosis, 484 
involvement of face, 


Lupus vulgaris; 

Lymphoblastoma ; 

— rosea with 
0 


Sarcoidosis or tuberculosis of skin in 
Negro woman, 537 
Schiiller-Christian Syndrome; combined ecto- 
dermal and mesodermal defect, 570 
eosinophilic granuloma and Schiiller- 
nee disease; differential diagnosis, 


unusually extensive xanthomatosis, 510 
Schwartz, W. F.: Erysipelas perstans faciei; 
case for diagnosis, 586 
Subacute disseminate lupus erythematosis ; 
favorable response to iodine therapy, 587 
Scleredema: See Scleroderma 
Scleroderma; acrosclerosis, 633, 634 
acrosclerosis ; Raynaud’s_ disease 
scleroderma, 633 
circumscribed (en coup de sabre), 529 
extensive morphea, 642 


with 


generalized, 647 
generalized, progressive, 653, 654, 744 
generalized, progressive, associated with 


pronounced muscular dystrophy, 567 
generalized progressive, with unusually ex- 


tended ulcerations after sympathectomy, 
484 

in child, 460 

linear; association with abnormalities of 


spine and nervous system, *1 


linear (en coup: de sabre) of back of 
neck in 10 year old boy, 576 

localized, 566 

localized (morphea) 55 

localized, or nevus, 8577 

morphea, 529 


morphea and cutis hyperelastica, 529 

morphea guttata (lichen sclerosis et 
phicus of clavicular regions), 564 

or sarcoidosis; case for diagnosis, 652 

scleredema adultorum, 533 

superficial localized, 494 

Sclerosis, amyotrophic lateral; neurosyphilis, 

570 


atro- 


tuberous, with adenoma sebaceum, 559 
Scorbutus: See Scurvy 
Scrofuloderma: See Tuberculosis 


Scrotum, perineum and _ penis, extensive 
lichenification of, 503 
blastomycosis with cutaneous, scrotal and 


prostatic involvement, 621 


Scull, R. H.: Nevus acneformis unilateralis, 
4 
534 

Pemphigus erythematosus (Senear-Usher 


syndrome), 490 
Scurvy, 561 
Sebaceous Glands; adenoma sebaceum, 520 
turban tumors (nevus epitheliomata-cylin- 
dromatosus plus sebaceous cysts) in man 


aged 68 years, 517 
Seborrhea; seborrheic dermatitis or psoriasis, 
617 
seborrheic dermatitis, psoriasis or monili- 
asis, 572 
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Allergic contact dermatitis due 


Seigel, J. M.: 
with special reference to latex, 


to rubber, 
405 


Senear, F. E.: Amyloidosis cutis, 504 
Atrophy of scalp; case for diagnosis, 476 
Calcinosis circumscripta with lupus erythe- 
matosus disseminata, 541 

Carcinoma erysipelatodes, 523 

Congenital amniotic constriction rings, 5 

Congenital ichthyosiform erythroderma, 536 

Dermatitis herpetiformis serpiginosus of 
Darier; case for diagnosis, 495 

Dermatitis repens of foot, 552 

Dermatomyositis, 505, 523 

Discoid lupus erythematosus, 480 

Epithelioma of glans penis; 
diagnosis, 508 

Erythema bullosum ; 
503 

Erythema figurata perstans; 
nosis, 516 

Kaposi’s multiple hemorrhagic sarcoma (no 
response to many types of treatmeat in- 
cluding nitrogen mustard), 554 

Lichen nitidus, 493 

Lichen sclerosus et atrophicus, 540 

——- scrofulosorum; case for diagnosis, 

9 

Lupus erythematosus of disseminated dis- 
coid type, unusually extensive and de- 
structive, 542 

Lupus erythematosus disseminatus, 

Lymphangioma circumscriptum, 503 

Moniliasis aphthae of mouth; case for 
diagnosis, 540 

Multiple congenital defects; 
hausen’s disease, 522 

Mycosis fungoides, 503 

Onychomadesis, 489 

Periadenitis mucosa 


20 
3 


case for 


case for diagnosis, 


case for diag- 


499 
von Reckling- 


necrotica recurrens, 
543 
Pigmented purpuric lichenoid dermatitis; 
ease for diagnosis, 533 
Possible bizarre residuals of 
infected seborrheic dermatitis or 
erythematosus, 538 
Possible cutaneous metastases of visceral 
neoplasm; case for diagnosis, 547 
Possible lupus erythematosus; case for 
diagnosis, 505 
Psoriasis with hyperkeratosis of palms and 
soles (arsenical?), 520 
Solid edema: case for diagnosis, 473 
Solid edema following repeated attacks of 
streptococcic dermatitis; case for diag- 
nosis, 473 
Systemic actinomycosis, 524 
Senear-Usher Syndrome: See Pemphigus 
Sensitization: See Anaphylaxis and Allerzy; 
Light 
Sexton, G. B.: Lupus erythematosus or pig- 
mented nevus; case for diagnosis, 750 
Serum: See also Blood 
epidermolysis bullosa 
with antireticular 
Shampoo; dermatitis 
#354 
Shapiro, A. L.: Bowen's disease, 502 
Koilonychia with dystrophic nail 
following gastric resection, 489 
Lupus erythematosus, subacute disseminat- 
ed, 481 
Morphea and cutis hyperelastica, 529 
Poikiloderma vasculare atrophicans, 493 
Pyoderma faciale (O'Leary), 483 
Sharlit, H.: Behcet's syndrome; 
diagnosis, 607 
Para-aminobenzoic acid and indole metabo- 
lism, *191 


secondarily 
lupus 


hereditaria treated 
eytotoxic serum, 461 
from Prell shampoo, 


changes 


ease for 
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Shoulder and chest wall, extensive calcinosis, 
of, 542 
Charcot joint of left shoulder and spine, 
557 


Silver, H.: Eezematous contact dermatitis 
following preparation of penicillin solu- 
tions, 468 

Silvers, S. H.: Disseminated subacute lupus 
erythematosus, 469 

Lymphoblastoma or sarcoidosis; 
diagnosis, 470 
Silver, texicity; argyria, 469 
toxicity; argyria uninfluenced by 
mercaptopropanol (BAL), 642 

Simon, F. A.: Histopathology of 
dermatitis and characteristic 
action to patch test, *728 

Sims, C. F.: Hemangiopericytoma, *194 

Skin: See also Dermatology 

Abnormalities: See also Atrophy; 
dermal Defects; Horns, cutaneous; 
mentation; etc. 

abnormalities; Ehlers-Danlos syndrome and 
lupus erythematosus, 745 

abnormalities; morphea and 
elastica, 529 

abnormalities; pterygium 
Ulrich syndrome), 516 

abnormalities; story of original ‘Porcupine 
Men”; classic descriptions of ichthyosis 
hystrix, *349 

Atrophy: See Atrophy 

Cancer: See Epithelioma ; 

colloid milium, *675 

colloid milium; epidermolysis bullosa, 629 

Diphtheria: See Diphtheria, cutaneous 

Diseases: See also Dermatitis: and under 
names of diseases, as Eczema; Herpes; 
Mycosis; etc.; and under names of 
drugs, as Penicillin; etc. 

diseases; grenc ray (supersoft roentgen 
ray) therapy of cutaneous diseases, *390 

diseases; multiple congenital defects; von 
Recklinghausen’s disease, 522 

diseases ; necrobiosis _lipoidica 
corum, 520, 597, 616 

diseases; necrobiosis lipoidica diabeticorum 
in girl aged 8 years, 484 

diseases; necrobiosis lipoidica (no evidence 
of diabetes), 564 

diseases; necrobiosis lipoidica without dia- 
betes, 569 K 

diseases; pustular eruption of palms and 
soles; case for diagnosis, 485 

diseases; some dermatologic eponyms, *696 

diseases, use of vitamin A in treatment 
of; relation to estrogen and vitamin B 
complex, *64 

eosinophilic granuloma with 
involvement of skin and bones, 

See Gangrene 

See Purpura 

associated 


case for 


2,3-dl- 


atopic 
atopic re- 


Ecto- 
Pig- 


cutis hyper- 


colli (Bonnevie- 


Sarcoma; ete. 


diabeti- 


simultaneous 
*372 
Gangrene: 
Hemorrhace : 
hyperpituitarism 
ticis gyrata, 484 
Idiosyncrasy : See 
lergy; Dermatitis 
Inflammation: See 
Pigmentation: See 
Reactions: See Anaphylaxis 
sarcoidosis with involvement of 
lungs, 466 
Tuberculosis: 
losis 


Tumors: 


with cutis ver- 


Anaphylaxis and Al- 
venenata; etc. 

Dermatitis 

under Pigmentation 

and Allergy 

skin and 

See Tuberculids; Tubercu- 

See under Tumors 

Ulcers: See under Ulcers 

yellowing, mucous membrane lesions and 
nail changes due to quinacrine hydro- 
chloride (atabrine®), 595 
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Smith, E. M., Jr.: Radiodermatitis of face, 
552 
Smith, | J. 

faciei, 


Sobel, N.: 


We: reticulatum 

496 

Balanitis xerotica obliterans, 607 

#xtracellular cholesterosis with pulmonary 
involvement, *206 

¥amilial benign chronic pemphigus (Hailey 
and Hailey), 468 

Incontinentia pigmenti, 467 

Multiple telangiectases (hereditary telan- 
giectasia of Rendu-Osler-Weber’), 608 

Oculomotor nerve palsy following lumbar 
puncture, 594 

Pruritus apparently associated 
_imity to arsenicals, 466 

Raynaud’s Gisease, 605 

Secondary syphilis with 
nipple, 594 

Tuberculosis cutis colliquativa; satisfac- 
tory <esponse to calciferol therapy, 611 

Xanthoma juvenilis, 606 


Atrophoderma 


with prox- 


chancre of right 


Society TRANSACTIONS: 

Bronx Dermatological Society, 455 
Brooklyn Dermatological Society, 469 
Chicago Dermatological Society, 471 
Cleveland Dermatological Society, 555 
Detroit Dermatological Society, 743 
Los Angeles Dermatological Society, 566 
Manhattan Dermatoloyic Society, 590 
Metropolitan Dermatologic Society, 614 
Minnesota Dermatological Society, 619 
New England Dermatological Society, 


Sodium Gold Thiosulfate: See Gold 
Gold Compounds 
Sorbitol; urticarial reaction induced in dog 
by intravenous injection of sorbitol mono- 
laurate, *659 
Spangler, A. S.: Eosinophilic granuloma of 
skin; report of 3 cases, *430 
Spencer, G. A.: Leukoderma produced by 
antioxidants; report of cases, *215 
Sperti, G. §S.: Treatment of basal cell 
epithelioma by injection of tissue ex- 
tracts; further report, *111 
Spinal Puncture: oculomotor nerve 
following lumbar puncture, 594 
Spine, abnormalities; linear scleroderma; as- 
sociation with abnormalities of spine 
and nervous system, *1 
Charcot joint of left shoulder and spine, 
557 
Spirochaeta Pallida: 
Spleen, extracts; treatment of 
epithelioma by injection of 
tracts; further report, *111 
Sporotrichosis; case for diagnosis, 
disseminated, 743 
localized lymphangitis type following hang- 
nail which became infected while patient 
was working in garden, 523 
or tularemia; noduloulcerative syphilid, 
572 


647 


and 


palsy 


See Syphilis 
basal cell 
tissue ex- 


545 


Staphylococci, aureus; granuloma  pyogen- 
icum; report of unusual case, *85 
Toxoid: See Pityriasis rosea 
Steinberg, H. S.: Chancre on cheek, 520 
Eosinophilic leukemia; case for diagnosis, 
517 


Extensive lichenification of perineum, penis 


503 
circumscriptum ; 


and scrotum, 
Lymphangioma 
diagnosis, 520 
Lymphoblastoma or lichen planus, 503 


case for 
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Steiner, K.: Acute recurrent pustular bac- 
terid; report of case, *220 
‘stevens-Johnson Syndrome: See 

multiforme 
Stillians, A. W.: Fox-Fordyce disease of 
recen: origin in man, 547 
Stomatitis, aphthous; Behcet’s 
case for diagnosis, 607 
(bismuth?) with ulceration, 497 
parasitic; thrush, persisting for 15 years, 
588 
Stout, K. L.: 


Erythema 


syndrome ; 


Nevus epitheliomatocylindro- 
matosus; epithelioma (7?) clinically, 587 

Strauch, J. H.: Lichen sclerosis et atrophicus 
(submammary and intergluteal), 559 

Strawberry Nevi: See Angioma 

Streptococci; acute recurrent pustular bac- 
terid; report of case, *220 

dermatitis, solid edema following repeated 

attacks of; case for diagnosis, 473 

Streptomycin, Therapy: See Granuloma in- 
guinale; Lupus erythematosus; Sycosis 
vulgaris 

Stroud, G. M.: Lichen planus or poikiloderma 
of Civatte, 557 

Sturge-Weber Syndrome : 

Sudoriparous Glands: 
Glands 

Sulfapyridine : 


See Angioma 
See under Sweat 
See Sulfonamides 
Sulfasuxidine: See Sulfonamides 
Sulfathiazole: See Sulfonamides 
Sulfonamides and acute disseminated 
erythematosus, 528 
cross sensitizations among certain local 
anesthetics and sulfonamide drugs, *279 
dermatitis herpetiformis in patient who did 
not tolerate sulfapyridine, 577 
hypersensitivity to sulfapyridine; 
of case, *134 
papulopustular dermatitis 
(sulfasuxidine), 647 
Sulzberger, M. B.: Lingua geographica; case 
for diagnosis, 465 
Lupus erythematosus responding to suramin 
sodium (naphuride®), 463 
Tribute to Dr. George Miller MacKee from 
his pupils, associates and friends of 
New York Skin and Cancer Unit, *97 
Vioform in dermatologic therapy, with par- 
ticular reference to its use in different 
vehicles, *224 
Sunlight: See under Light 
Suramin Sodium: See Lupus erythematosus 
Sutton, R. L., Jr.: Dermatitis of hands due 
to ingested allergens, *335 
Incidence of psoriasis; 740 
Sutton’s Disease: See Vitiligo 
Swartz, J. H.: Moniliasis of mouth, 648 
Moniliasis of mouth, larynx, 1 finger and 
vagina, 647 
Sweat Glands; chronic benign familial pem- 
phigus (Hailey-Hailey) of axillas, neck 
and scalp, 603 
Cushing’s syndrome with hidradenitis sup- 
purativa, 746 
hidradenitis suppurativa, 498, 630 
hidradenitis suppurativa of axillas, inguinal 
region and perineum, 557 
hyperhidrosis, 524 
new body deodorant; its nonallergenic 
properties and usefulness, *451 


lupus 


report 


medicamentosa 
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Sweitzer, S. E.: Acrodermatitis chronica 
atrophicans with ulceration, 646 
Basal squamous cell epithelioma of back, 


Chronic dermatitis resembling mycosis fun- 
goides, 646 
Heberden’s nodes with cysts on fingers, 645 
Keloid of chin, 644 
Lymphedema of lower 
for diagnosis, 642 
Lymphoblastoma; case for diagnosis, 
Mycosis fungoides, plaque type, 641 
Neurofibromatosis (von Recklinghausen’s 
disease), 646 
Nevoxanthoendothelioma ; 
on scalp and trunk, 643 
Parapsoriasis en plaques (Brocq), 646 
Rheumatic nodules, 5 
Squamous cell epithelioma of vulva in 
woman aged 73 years, 643 
Stasis dermatitis; case for diagnosis, 645 
Uleer on ankle; case for diagnosis, 644 
Wooly hair nevus, 643 
Xanthoma tuberosum with lesions on palms 
and elbows, 642 
Sycosis, lupoid, 458 
vulgaris; blepharitis, 601 
vulgaris; streptomycin ointment in 
ment, 
Sympathectomy: See Scleroderma 
Syphilids, noduloulcerative; sporotrichosis or 
tularemia, 572 
psoriasifurm, with delayed positive serologic 
reaction caused by use of penicillin before 
diagnosis, 569 
syphiloderm; case for diagnosis, 557 
Syphilis: See also Chancre; Neurosyphilis ; 
Syphilids; and under names of organs, 
regions and diseases 
early tertiary; case for diagnosis, 616 
early; treatment with penicillin in oil and 
wax, *34 
Herxheimer reactions in penicillin treatment 
of syphilis in pregnancy, *735 
of skin, tertiary; case for diagnosis, 658 
secondary, or lichen planus, 599 
secondary psoriasiform?; psoriasis 
tata, 599 
secondary, 
594 
syphilitic gumma of scalp simulating bro- 
moderma and blastomycosis, 562 
tertiary; gumma of lung; report of case, 
*444 


part of leg; case 


642 


numerous tumors 


treat- 


gut- 


with chancre of right nipple, 


tertiary; gumma or granuloma inguinale; 
case for diagnosis, 559 
tertiary; late cutaneous syphilis (gumma), 
555, 559 
secondary, 
Syphiloderm : 


Syringoma, 463 


615 
See Syphilids 


Tanturi, C. A.: Urticarial reaction induced 
in dog by intravenous injection of sorbitol 
monolaurate, *659 

Tattooing; neurocutaneous leprosy, originat- 
ing in tattoo, 

Telangiectasia: See also Angioma; Purpura 
annularis telangiectodes 

acrodermatitis chronica 
Majocchi’s disease, 601 

generalized telangiectases following use of 
pyribenzamine®, 532 

lupus erythematosus telangiectodes, 

multiple telangiectases (hereditary telan- 
giectasia of Rendu-Osler-Weber?), 608 

nevus-araneus-like telangiectases with pal- 
mar erythema, 492 


atrophicans) = or 


*128 
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Telephone; blue nevus of eye and melanosis 
of temple due to contact with telephone 
receiver, 550 

Temperature: See Cold 

Temple: See Forehead 

Terminology: See Nomenclature 

Textiles; textile dermatitis in men, 

Theophylline Methylglucamine: See 

Monoethanolamine: See Pruritus 

Thigh: See also Legs 

carcinoma erysipelatodes, 523 

Thorax: See also Lungs; ete. 

extensive calcinosis of chest 
shoulder, 542 

healed gumma of anterior 

infectious dermatitis of 
diagnosis, 546 

tuberculosis cutis with extensive ulceration 
of chest wall, neck and ear; case for 
diagnosis, 508 

Throat: Larynx; Pharynx 

Thromboangiitis obliterans, 631, 

Thrush: See Stomatitis, parasitic 

Thurmon, F. M.: Generalized scleroderma, 
647 

Lymphosarcoma of skin, 647 
Syphilis of skin, tertiary ; 
nosis, 658 
Thyroid: See also Myxedema 
antithyroid agents; use in treatment of 
dermatitis herpetiformis, iododerma and 
deep mycotic infection, 741 
Tinea, Amiantacea: See Seborrhea 
Capitis: See Ringworm 
corporis, 603 
Decalvans: See Alopecia 
Favosa: See Favus 

Toe Nails: See Nails 

Toes: See Fingers and Toes 

Tolman, M. M.: Bacterid; case for diagnosis, 


*249 
Pruritus 


wall and 
chest wall, 470 
chest; case for 


See 


632 


case for diag- 


areata 


Mycosis fungoides, 647 
Sarcoidosis or scleroderma, 652 
Tongue; case for diagnosis, 543 
fibroma or glossitis rhomboidea mediana; 
case for diagnosis, 618 
lingua geographica; case 
465 


for diagnosis, 


6 
syphilitic superficial sclerosing  glossitis ; 


neurosyphilis, 564 
Tonsillitis: See Tonsils 


Tonsils; acute recurrent pustular bacterid 
(occurring with streptococcic tonsillitis), 
*220 


See Blood transfusion 
porphyric bullous dermatosis, 


Transfusion : 
Trauma and 
*357 
Trichonodosis ; 
Trichophytin : 
Extract: See 


report of case, *238 
See Trichophytosis 
Pityriasis rosea 
Trichophytosis, extensive, of glabrous skin; 
moniliasis, 619 
Tropical Medicine: See under 
tropical diseases, as Leishmaniasis; etc. 
Trosow, A.: Psoriatic erythroderma, epi- 
theliomatous changes and wartlike 
growths, *154 
Trunk; lichen sclerosis et atrophicus, wide- 
spread on trunk, neck, vulva and folds 
of body, 564 
nevoxanthoendothelioma; numerous tumors 
on scalp and trunk, 643 
superficial epitheliomatosis of, 560 
Tubercle Bacilli: See Tuberculosis 


names of 
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Tuberculids; case for diagnosis, 592, 638 
lupus miliaris disseminatus faciei or 
roacea-like tuberculid of Lewandowsky ; 
case for diagnosis, 617 
micropapular, and rosacea; 
histologic comparison, *286 
papulonecrotic, 538 
papulonecrotic, of lower extremities 
coid?), 605 
rosacea-like tuberculid of face, 469 
Tuberculosis: See also Tuberculids; under 
names of diseases, organs and regions 
and actinomycosis, 620 
cutaneous, calciferol in treatment of, 
colliquativa (scrofuloderma), 647 
cutis colliquativa; satisfactory response to 
calciferol therapy, 611 
cutis colliquativa (tuberculous 


clinical and 


(sar- 


*680 


gummas) 


healed rapidly with local applications of 
promin® jelly; 
cutis 


report of case, *308 
ulceration of chest 
case for diagnosis, 


with extensive 
neck and ear; 


cutis verrucosa, 494 

due to inoculation ; 

luposa, 745 

miliaris; case for diagnosis, 

or sarcoidusis in Negro, 749 

or sarcoidosis of skin in Negro woman, 537 

pulmonary, active, with Boeck’s sarcoidosis, 
509 

scrofuloderma or mycotic 
for diagnosis, 561 

tuberculous granulomatous lesions on right 
leg; case for diagnosis, 546 

verrucosa cutis, 484 

Tularemia or sporotrichosis ; 
syphilid, 572 
Tumors: See also Adenoma; 

Angiosarcoma ; Cancer ; 
Fibroma ; Fibrosarcoma ; Granuloma ; 
Hemangioma; Hemangiopericytoma; His- 
tiocytoma; Lymphangioma; Lymphoblas- 
toma; Lymphangioma; Lymphosarcoma ; 
Melanoma; Osteoma; Paraffinoma; Peri- 
cytoma; Sarcoma; Syringoma; Xan- 
thoma; etc 

glomus tumors and pericytoma; differential 
diagnosis, *204 


case for diagnosis, 647 


591 


infection; case 


noduloulcerative 


Angioma ; 
Epithelioma ; 


for diagnosis, 543 
(factitious ?) ; 


Ulcers; 
chronic, 
diagnosis, 
generalized 
unusually 
sympathectomy, 484 
on ankle; case for diagnosis, 
of legs; case for diagnosis, 497 
recalcitrant, of legs, 569 
Rodent: See Cancer 
stomatitis (bismuth?) with ulceration, 
Tropical: See Leishmaniasis; ete. 
Ulerythema ophryogenes; keratosis pilaris 


rubra atrophicans faciei; report of case, 
*41 


pyogenicum, 
Ullian, H. B.: Gangrene of 
Raynaud's disease, 658 
Umbilicus ; erosions of umbilical region, 
histologically lymphoblastoma (pemphigus 
or lymphoblastoma); case for diagnosis, 
458 


case 
of arm 
572 
progressive 
extended 


case for 


with 
after 


scleroderma 
ulcerations 


644 


497 


538 


toes due to 


Underwood, G. B.: Oral iodine therapy in 
acne vulgaris; failure of iodine, or 
equivalent of todized salt, to produce 
pustular exacerbations, *439 

Undulant fever; erythema nodosum, 


Urethra ; granuloma inguinale' in 
navicularis urethrae, 465 


616 


fossa 
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Urine; disseminated lupus’ erythematosus 
with ascites and normal urine in Negro 
woman aged 47 years, 542 

porphyric bullous dermatosis, *357 

Uroporphyrin: See Porphyrin and Porphyrin 
Compounds 

Urticaria, familial, due to cold, *52 

papular; case for diagnosis, 477 

papular; lichen urticatus syndrome as 
manifestation of sensitivity to bites from 
various species of arthropods, *74 

pigmentosa, 503 

pigmentosa in girl aged 2, 572 

pigmentosa; case for diagnosis, 658 

urticarial reaction induced in dog _ by 
intravenous injection of sorbitol mono- 
laurate, *659 

Utterbach, M.: 

nosis, 559 

Dermatitis herpetiformis, 559 

Erythema induratum or ecthyma; case for 
diagnosis, 559 

Gumma or granuloma inguinale; 
diagnosis, 559 

Leukemia cutis, 559 

Mycosis fungoides (plaques and tumors), 
56 

Pemphigus  erythematodes 
gyndrome), 561 

Scrofuloderma or mycotic 
for diagnosis, 561 

Scurvy, 561 

Squamous psoriasiform, fixed 
tion; case for diagnosis, 561 

Superficial epitheliomatosis of trunk, 


Usher-Senear Syndrome: See Pemphigus 


Bromoderma; case for diag- 


case for 


(Senear-Usher 


infection; case 


drug erup- 


560 


Vaccine Therapy: See Acne congoblata 
Vagina; moniliasis of mouth, larynx, 1 
finger and vagina, 647 
Vass, I.: Treatment of pityriasis rosea with 
nonspecific substances, *231 
Vehicles; vioform in dermatologic 
with particular reference to its 
different vehicles, *224 
Diseases : See Chancre; 
syphilis; Syphilis; ete. 
Verruca; contact roentgen 
Philips tube, *125 
epidermodysplasia  verruciformis 
dowsky-Lutz), 580 
mosaic warts, 614 
verrucae acuminatae, infectious 
or dermatitis vegetans, 593 
Vesication; cutaneous diphtheria; observa- 
tions on primary pustular lesion, *381 
Vioform;: See Quinoline and Quinoline Der- 
ivates 
dermatitis 
tion, 593 
Viscera, possible cutaneous 
visceral neoplasm; case 
547 
Vitamins : See 
Pellagra; ete. 
A; Darier’s disease; improvement after 
consumption of butter but not vitamin A 
capsules, 564 
A; in treatment of cutaneous diseases; rela- 
tion to estrogen and vitamin B complex, 
*64 
A; keratosis pelmaris et plantaris, acquired 
(vitamin A ceticiency), 586 
A; pityriasis rubra pilaris with 
factory response to vitamin A 
612 
B: use of vitamin A in 
cutaneous diseases; relation to 
and vitamin B complex, *64 


therapy, 
use in 


Venereal Neuro- 


therapy with 


(Lewan- 


granuloma 


Viruses ; venenata or virus infec- 
metastases of 
for diagnosis, 


also Deficiency Diseases ; 


unsatis- 
therapy, 


treatment of 
estrogen 
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Vitamins—Continued 
I: See also Lupus vulgaris 
D; calciferol in treatment of 

tuberculosis, *680 
D; tuberculosis cutis 


cutaneous 


colliquativa; satis- 


factory response to calciferol therapy, 
6 


Vitiligo, 482 
leukoderma produced 
port of cases, *215 
with raised borders, *149 
Vulva; kraurosis vulvae, 573 
lichen sclerosus et atrophicus 
volvement of vulva, 507 
lichen sclerosis et atrophicus, widespread 
on neck, trunk, vulva and folds of body, 
56 
squamous cell epithelioma in woman aged 
73 years, 648 
A E.: Xanthoma tuberosum 
of elbow and knees, 56 


by antioxidants; re- 


with in- 


Walker, multi- 
plex 
Walker, S. A.: Multiple epithelial 
Nevus comedonicus unilateralis, 534 
Walter, E. M.: Treatment of basal cell 
epithelioma by injection of tissue ex- 
tracts; further report, *111 
Warts: See Verruca 
Weber, L. F.: Epidermolysis 
quired type, 484 
Favus of scalp in 
Chicago, 552 
Hyperhidrosis, 524 
Lichen sclerosus. et 
volvement of vulva, 
Weber-Christian 
Weber-Rendu-Osler’s 
giectasis 
Weber-Sturge Syndrome: See Angioma 
Webster, J. R.: Alopecia of areata type in 
mother and daughter, 552 
Chancre on cheek, 520 
Congenital ectodermal 
diagnosis, 506 
Eosinophilic leukemia ; 
517 
Extensive lichenification of perineum, penis 
and scrotum, 503 
Infectious dermatitis of 
diagnosis, 546 
Keloid of scalp present at birth, 482 
Lymphangioma circumscriptum; case for 
diagnosis, 520 
Lymphoblastoma or lichen 
Weiner, M. A.: Trichonodosis; 
case, *238 
Weiss, R. S.: 
report of 3 
Wheal: See Urticaria 
White, C. B.: Familial 
cold, *52 
White, C. J.: Adenoma sebaceum, 520 
Atrophoderma reticulatum faciei, 496 
Granuloma pyogenicum; case for diagnosis, 


562 


eysis, 536 


bullosa; ac- 


woman of 27 born in 


atrophicus with in- 
507 
See Panniculitis 


See Telan- 


Disease : 
Disease : 


defect; case _ for 


case for diagnosis, 


chest; case for 


planus, 503 
report of 


Erythema elevatum diutinum;: 


eases, *716 


urticaria due to 


523 

Keratosis follicularis; 
492 

Lichen urticatus: 

Linear nevus, 476 

Lupus erythematosus; 
546 

Necrobiosis 
aged 8 years, 484 

Sarcoidosis, 471 

Sporotrichosis; localized lymphangitic type 
following hangnail which became infected 
while patient was working in garden, 
523 

Subacute disseminated lupus erythematosus 
treated with streptomycin, 541 

Vitiligo, 482 


case for diagnosis, 


ease for diagnosis, 477 


case for diagnosis, 


lipoidica diabeticorum in girl 
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White Spot Disease: See Scleroderma 


Wile, U. J.:  Atrophoderma maculatum; 
anetoderma of Schweninger and Buzzi, 
745 


Cushing’s syndrome with hidradenitis sup- 
purativa, 746 

Disseminated sporotrichosis, 743 

Ehlers-Danlos syndrome and lupus erythem- 
atosus; case for diagnosis, 1745 

Generalized progressive scleroderma, 744 

Linear nevus (ichthyosis hystrix), 745 

Multiple idiopathic hemorrhagic sarcoma, 
746 


746 
case 


vasculare, 
years ; 


Poikiloderma atrophicans 
Poikiloderma in boy aged 15 
for diagnosis, 743 
Tuberculosis luposa, 
Xanthoma tuberosum 
28 months (one of 
with disease), 743 
Wilhelm, L. F. X.: 
ease for diagnosis, 
Wilkinson, C. F., Jr.: 
tuberosum multiplex, 
Wilson, J. W.: Kraurosis 
Neurodermatitis, 577 
Trichophytic granuloma with 
lesions; case for diagnosis, 570 
Winston, B. H.: Dermatitis of hands 
ingested allergens, *335 
Wise, F.: Angioma serpiginosum ; 
diagnosis, 609 
Dystrophia unguium 
612 
Favus, 605 
Mycosis fungoides with histologic picture 
of reticulum cell sarcoma, 597 
Pachyonychia congenita with keratoderma 
of palms and soles and leukoplakia oris, 
608 
Papulonecrotic tuberculid of 
tremities (sarcoid’), 605 
Rodent ulcer and multiple 
face, 613 
Vitiligo with 
Witherspoon, F 
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